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...strong opposition to major convulsions.” 
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epilepsy 


“The introduction of diphenylhydantoin 
was a marked advance in therapy, because this drug, 
although distantly related to the barbiturates, 
produced little depression while exerting 


strong opposition to major convulsions.”* 


Extensive clinical experience confirms the finding 
that DILANTIN— producing little or no depression— 
prevents seizures or greatly reduces their number 
and severity in the majority of epileptic patients. 


DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis ) 
is available in Kapseals® of 0.03 Gm. (% gr.) and 0.1 Gm. 
(1% gr.) in bottles of 100 and 1000. 


*Cutting, W. C.: A Manual of Clinical Therapeutics, 
ed. 2, Philadelphia, W. B. Saunders & Co:, 1948, p. 484. 
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“Premarin”—a naturally oc- 
curring conjugated estrogen 
which has long been a choice of 
physicians treating the climac- 
teric—is earning furtherclinical 
acclaim in the treatment of 


functional uterine bleeding. 


The aim of estrogenic therapy 
in functional uterine bleeding 
is to bring about cessation of 
bleeding, and to produce sub- 
sequent regulation of the cycle. 
Once hemostasis is achieved, 
the maximum daily dosage of 
“Premarin” must be continued 
to prevent recurrence of bleed- 
ing. This schedule forms part 
of cyclic estrogen-progesterone 
treatment for attempted salvage 
of ovarian function. 


“Premarin” contains estr~ 

sulfate plus the sulfates of eq —- 
lin, equilenin, B-estradiol, and 
B-dihydroequilenin. Other a- 
and B-estrogenic “diols” are 
also present in varying amounts 
as water-soluble conjugates. 
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An “estrogen of choice 

for hemostasis 

is ‘Premarin’ 

in tablets of 1.25 mg. ... 
The usual dose for hemostasis 
is 2 tablets three times a day. 
If bleeding has not decreased 
definitely by the third day of 
treatment the dosage level 
may he increased by 

per cent.”* 


*Fry, C.0.: J. Am. M. Women’s A. 4:51 (Feb.) 1949 


Estrogenic Substances (water-soluble) 
also known as Conjugated Estrogens (equine) 


Four potencies of “Premarin” permit flexibility of 
dosage: 2.5 mg., 1.25 mg., 0.625 mg., and 

0.3 mg. tablets; also in liquid form, 0.625 mg. in each 
4 cc. (1 teaspoonful). 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
5009 R 
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~=control companion 
to ACTH 
and CORTISONE 


€€ 15 clinical practice it is clearly wise to test the urine of both 


diabetic and non-diabetic patients for sugar at intervals 
during administration of cortisone or ACTH and to carry 
Out appropriate investigations and treatment if glycosuria 


occurs. Particular caution is necessary for diabetic patients. 99 
Sprague, R.G.: Cortisone and ACTH, Am. J. Med. 10:567, 1951. 


To avoid such clinical surprises and simplify clinical control, 
ACTH and cortisone therapy is profitably preceded, accom- 
panied and followed by routine testing for urine-sugar. 
Clinitest Reagent Tablets provide a rapid, reliable and con- 
venient method—easily used by both physician and patient. 


, I N ITE S Die detection of urine-sugar 


BRAND «¢ REG. U.S. PAT. OFF. 


REAGENT TABLETS 


You can assure regular, reliable urine-sugar analyses 
by prescribing the Universal Model Set (No. 2155). 
Available at all pharmacies at $1.50. 


AMES company, INC. 
ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 


| 
| 
it. 
| 
| 
er 
| 
| 
| 
4 
| 
i} 
| 
} 
| 
@ 
| 
cz 


FEBRUARY, 1952 


from Barcelona 


to Bismarck... 


Wouldwide nepoild ( now 1803) 
Worldwide 


of one anesthetic 


A clinical record stretching over 17 years of use in a wide variety of procedures . . . 
1803 reports published in medical journals throughout the civilized world . . . this is the 
background PENTOTHAL Sodium offers today’s anesthesiologist. t<{aamme— Through the 
: years, the Abbott-discovered ultra-short-acting barbiturate has become virtually synonymous 
with intravenous anesthesia. For good reasons. There is a rapid, pleasant induction, 
complete surgical amnesia. The patient usually awakens without nausea. With PeNnToTHAL, 
the explosion hazard is eliminated, the equipment simple and easily stored. 
t{—aii— When individual requirement warrants, PENTOTHAL may be combined with any 
number of other anesthetics. Investigate the full potentialities of PENroTHAL in minor and 
major surgery—and in obstetrics—by writing Abbott Laboratories, 
North Chicago, Illinois, for detailed literature. 


As an adjunct 
to PENTOTHAL Sodium 
TUBOCURARINE Chloride, Abbott 


. .. supplied in 10-cc. and 20-cc. 
vials, mg, (STERILE THIOPENTAL SODIUM, ABBOTT) 


of tubocurarine chloride penta- 


hydrate. Also l-cc. am; 15 
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Latest Information on Penicillin Therapy 


IMPORTANT PRINCIPLES 
INFLUENCING 
PENICILLIN THERAPY - 


SQUIBB. MANUFACTURING CHEMIisTs TO THE MEDICAL PROFESSION SINCE 


Ask Your Squibb Professional Service Representative 


. 
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...A New Squibb Aid for the Profession 


Squibb, a leader in penicillin research 
and manufacture, presents the new edi- 
} tion of the Squibb Penicillin Handbook, 


“Important Principles Influencing Peni- 


2 pecs on Therapy.” It is based on most 


recent clinical work and data of eminent authorities in the antibiotic 
field . . . new penicillin dosages . . . new recommendations for efficacy 
... oral and parenteral forms . . . combined therapy . . . drug resistance . . . 
therapeutic blood levels . . . reactions . . . continuous vs. discontinuous 


therapy .. . and many other subjects of interest to physicians. 


Your Squibb Professional Service Representative will provide you with 
“Important Principles Influencing Penicillin Therapy” or any other Squibb 
visual and practical aids, without cost or obligation. Or you may write 
direct to E. R. Squibb & Sons, 745 Fifth Avenue, New York 22, New York. 
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SQUIBB A LEADER IN PENICILLIN RESEARCH AND MANUFACTURE ir) 
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in lobar pneumonia: The prompt response to Terramycin 


therapy in lobar pneumonia is consistent 
with results obtained in primary atypical 
pneumonia, bronchopneumonia and many 
other infections of the respiratory tract. 
In a typical series of pediatric cases, 
Terramycin-treated, “temperatures 
returned to normal in 24 to 48 hours 
after therapy was begun. The clinical 
appearance of marked improvement took 
place during the same period.” 


Potterfield, T. G., and Starkweather, G. A.: 
J. Philadelphia General Hosp. 2:6 (Jan.) 1951 


ANTIBIOTIC DIVISION 


* 


Terramycin is also indicated in a wide range of 


Available as 


CAPSULES 
ELIXIR 

ORAL DROPS 
INTRAVENOUS 


OPHTHALMIG 
OINTMENT 


OPHTHALMIC 
SOLUTION 
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GRAM-POSITIVE BACTERIAL INFECTIONS 
Lobar pneumonia * Mixed bacterial pneumonias 
Bacteremia and septicemia 
Acute follicular tonsillitis 
Septic sore throat * Pharyngitis 

Acute and chronic otitis media 

Acute bronchitis * Laryngotracheitis 

Tracheobronchitis * Sinusitis 

Chronic bronchiectasis 

Pulmonary infections associated 

with pancreatic insufficiency 

Scarlet fever * Urinary tract infections 

Acute and subacute purulent conjunctivitis 

Acute catarrhal conjunctivitis 

Chronic blepharoconjunctivitis 

not involving the meibomian gland 

Abscesses * Cellulitis 

Furunculosis Impetigo 

Infections secondary to Acne vulgaris 

Erysipelas * Peritonitis 


GRAM-NEGATIVE BACTERIAL INFECTIONS 

Gonorrhea * Brucellosis 
Bacteremia and septicemia 
Friedlander’s pneumonia 

Mixed bacterial pneumonias 
Pertussis ¢ Diffuse bronchopneumonia 
Post-partum endometritis * Granuloma inguinale 
Dysentery * Urinary tract infections 
Respiratory tract infections 
Cellulitis * Peritonitis + Tularemia 


SpiROCHETAL INFECTIONS 
Syphilis Yaws Vincent’s infection 
RICKETTSIAL INFECTIONS 
Epidemic typhus * Murine typhus 
Scrub typhus * Rickettsialpox 
Q fever * Rocky Mountain spotted fever 


Vira. INFECTIONS 
Primary atypical pneumonia (virus pneumonia) 
Lymphogranuloma venereum * Trachoma 
PrROTOZOAL INFECTIONS 
Amebiasis 
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The Continental Professional Plan 


OF ACCIDENT & SICKNESS INSURANCE 
EFFECTIVE and OPERATING FOR 


Members of your State 
yon MEDICAL PROFESSION 


DESIGNED EXCLUSIVELY 
By CONTINENTAL CASUALTY COMPANY 
One of the Oldest and Largest Stock Casualty 
Companies in the World 


A Few of the Many Outstanding Features 


% Monthly benefits for both accident and % The premium does not increase as you 
sickness payable FROM FIRST DAY — grow older. 
Minimum claim 7 days. A ate %& House confinement is never required to 
3% Pays monthly benefits for disability re- collect full benefits. 


sulting from “accidental bodily injury”: 


—the term “accidental means” is NOT % Indemnities cannot be prorated because 


of other insurance or for performing 


used. ot . duties of a more hazardous occupation. 
commences XK ‘Policies cannot be restricted by rider to 

within a certain specified time. exclude any disease or injury originat- 
% No automatic termination age. ing after date of issue. 


Renewal is guaranteed to individual active members of the 
rofession regardless of age, so long as the premiums are paid 
fn accordance with the terms of the contract and the plan con- 
tinues in effect for the members in your designated territory. 
The Continental Casualty Company pioneered in the writing of Professional Association In- 
surance plans. The first such plan, written in 1923, is still in effect and the Company has 
never cancelled or declined to renew a Professional Plan because of unfavorable loss ex- 
perience. 
NOW available to all eligible members in active practice and under 69 years of age. 
Plans A or B available to female members under age 65. 


SICKNESS BENEFITS PLAN AA PLAN A PLAN B 


PAYS.. A Monthly Indemnity for total disability 

during first year, whether house confined 

.....From First Day $ 300. $ 200. $ 100. 
PAYS.. Total Monthly Indemnity First 2 Years... 5400. 3600. 1800. 
ACCIDENT BENEFITS 
PAYS.. A Monthly Indemnity for total disability 

during first year .........From First Day 300. 200. 100. 
PAYS.. Total Monthly Indemnity First 2 Years... 5400. 3600. 1800. 
PAYS.. Monthly Indemnity for partial disability 

up to 13 weeks ......... From First Day 120. 80. 40. 


PLAN AA PLAN A PLAN B 


The Cost a Low Annual $138.00 $92.00 $46.00 


Semi-Annual 69.50 46.50 23.50 
ADD $5.00 TO FIRST PREMIUM ONLY 
OPTIONAL BENEFITS PLAN AA PLAN A_ PLAN B 


Monthly Hospital Indemnity may be added up to ..... $ 450. $ 300. $ 150. 
for $6.00 per $100 .... Hospital Benefits payable for 
One to 90 days — Each disability. 


Accidental Death and Dismemberment Indemnity up to. . 7500. 5000. 2500. 
Added for $2.00 per $1000. 


CONTINENTAL CASUALTY CO. | 
PROFESSIONAL DEPARTMENT, Intermediate Division 


| 30 EAST ADAMS STREET — CHICAGO 3, ILLINOIS 
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All Children Can Benefit from 


this Protective Hot Drink at Breakfast 


In its widely distributed leaflet 
No. 268, “Eat a Good Breakfast,” 
the U. S. Dept. of Agriculture 
states: “Summer or winter, there’s 
something hot, as a rule, in a 
good breakfast. ... Something hot 
is cheering and tones up the 
whole digestive route.”” 


The problem of encouraging children to’eat an adequately pro- 
tective breakfast finds easier solution when Ovaltine in hot milk 
is recommended as a breakfast beverage. Many children clamor 
for a hot drink at the morning meal, and hot Ovaltine is the right 
kind of drink to recommend. 

A cup of hot Ovaltine makes an excellent contribution of virtually 
all essential nutrients, adding substantially to the nutritional start 
for the day. It also serves in a gustatory capacity by enhancing 
the appeal of breakfast and making other foods more inviting. 

The nutrient contribution made by a cup of Ovaltine is apparent 
from the table below. Note the wealth of essentials added to the 
nutritional intake by making the simple recommendation of adding 
a cup of hot Ovaltine to the child’s breakfast. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILLINOIS 


Here are the nutrients that a cupful of hot Ovaltine, made of 


FAT 
CARBOHYDRATE 
CALCIUM 


Y% oz. of Ovaltine and 8 fi. oz. of whole milk,*provides: 


NIACIN 
. VITAMIN C 
VITAMIN A UL VITAMIN D 
VITAMIN . CALORIES 
RIBOFLAVIN 4 .  *Based on average reported values for milk. 
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PHOSPHORUS ...... 315 mg. a pi 
Nall 


“the development of Orthoxine Hydro- 


chloride—-a bronchodilatcr and anti- 
upasmodie, Orthemine’s dependable ac- 
tion gives relief to the asthma patient 
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Refresh...add zest 
to the hour 


The University of Kansas School of Medicine Announces 


Postgraduate Course in ELECTROCARDIOGRAPHY The course will be basic enough to be within the 
grasp of the physician with very limited knowledge 


March 10-15, 1952 of the subject, but will provide an excellent review 
for the experienced cardiologist and bring to him 
the most recent concepts in the basic principles 

Guest Instructors: and interpretation. 


TRAVIS WINSOR, M.D., Director of Nash Cardiovascular Founda- 
tion, Hospital of the Good Samaritan, Los Angeles, Calif. 
ASHTON GRAYBIEL, CAPTAIN, M.C., USN, Director of Research, Postgraduate courses in: 


U. S. Naval School of Aviation Medicine, Pensacola, Fla. 
J. WILLIS HURST, M.D., Cardiologist, The Private Diagnostic Clinic, OPHTHALMOLOGY and 
Emory University Hospital, Atlanta, Ga. 
VINCENT M. DOWNEY, LT. COLONEL, M.C., USAF, Chief, : OTO YNGOLOGY 
Clinical Medicine Division, Gunter Branch, U. S. A. F. School of March 17, 18, 19, 20 & 21, 1952 
Aviation Medicine, Montgomery, Ala. 


University of Kansas Faculty: 

MAHLON H. DELP, M.D., Professor of Medicine and Acting GERIATRICS 
Chairman of Department. 

E. GREY DIMOND, M.D., Assistant Professor of Medicine; Director March 24, 25 & 26, 1952 
Cardiovascular Laboratory. 

A. MORRIS GINSBERG, M.D., Associate Professor of Medicine. 

F. STANLEY MOREST, M.D., Associate im Medicine. 

DON CARLOS PEETE, M.D., Associate Professor of Medicine and ANESTHESIOLOGY 


Lecturer in History of Medicine. 
HARRY C. WALL, M.D., Associate in Medicine. April 14, 15 & 16, 1952 
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LABORATORIES 


RESPONSIBILITY 


CLINICAL PATHOLOGY 
PATHOLOGIC ANATOMY 


DUNCAN LABORATORIES 


Established 1924 


909 Argyle Bldg. KANSAS CITY 6, Me. 
230 Frisco Bldg. JOPLIN, MISSOURI 


RALPH EMERSON DUNCAN, M.D. 
ALBERT E. UPSHER, M.D. 


In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 


Mor 
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Neo-Synephrine 


18.... 
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“relatively nontoxic; 
applied to mucous membranes 


it reduces swelling and 
congestion by contracting 
the small blood vessels.” 


Council on Pharmacy & Chemistry: 
New and Nonofficial Remedies. 
1950, p. 218. 


In acute or chronic engorgement of the nasal mucosa, Neo- 
Synephrine gives immediate relief.’ It is effective within from 
2 to 15 minutes and its action is sustained for 2 hours or more.? 


In chronic conditions, Neo-Synephrine may be used once 


or twice daily over a period of weeks, with virtually no 
tendency to develop local sensitivity.” 


The fact that Neo-Synephrine seldom produces central dis- 
turbances,* coupled with its effect in promoting aeration 
and freer breathing, makes it a drug of choicé for use at 
bedtime. 


HYDROCHLORIDE 


Brand of Phenylephrine Hydrochloride 


how supplied 


ne HCl Solution 0.25% (plain and aromatic) in 1 oz., 4 oz. and 16 oz. 
es. 


0.5% in 1 oz. bottles. 

1% in 1 oz., 4 oz. and 16 oz. bottles. 

0.125 (%)% low surface tension, aqueous solution, in ¥% oz. bottles. Particularly 
acceptable for children. 
Water soluble jelly 0.5% in % oz. tubes. 


1. Rehfuss, M. E., Albrecht, F. K., and Price, A. H.: A Course in Practical Therapeutics. 


Baltimore, Williams & Wilkins Co., 1948, p. 111. 
2. Kelley, S. F.: In Cornell Conferences on Therapy. New York, Macmillan Co., 1947, Vol. 2, p. 156. 
3. Gold, H.: In Cornell Conferences on Therapy. New York, Macmillan Co., 1947, Vol. 2, p. 151. 


 Neo-Synephrine, trademark reg. U. S. & Canada New 18, N.Y. Winosor, 


Purulent 
discharge 
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Goblet cell 
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membrane 


Dilated 
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and glands 
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occasions: of pleasure and pride which 
Dr. Harris finds in difficult surgical 
| accomplishments occur more frequently these days than when he first 
began his practice. His skill has continued to develop. Furthermore, improve 
anesthesia has helped make possible the regular performance of certain 
'. kinds of surgery which at one time would have been extremely risky, 
_ if not impossible. Investigators in academi¢ laboratories have joined their 
efforts with those of the pharmaceutical industry for . .. . 


a 
2 


... the Development of Improved Anesthetics 


"Doctor, your patient is ready.” This 
classical statement as uttered by Morton in 
1854, when he first demonstrated surgical 
anesthesia, is a phrase still commonly used 
by anesthetists. Since then, however, many 
developments have greatly improved anesthesia 
and aided the progress of surgery. Among 
these was the discovery of ‘Metycaine 
Hydrochloride’ (Piperocaine Hydrochloride, 
Lilly) in a university laboratory, where, 
in conjunction with Eli Lilly and Company, 
chemists were searching for a better local 
anesthetic. From a long series of chemically 
related substances which had been prepared, 
‘Metycaine Hydrochloride’ was selected for 
extensive clinical evaluation. When used as 
recommended, it was shown to be no more toxic 
than procaine and to be capable of producing 
anesthesia more quickly, with greater certainty 
of effect, and for a longer period of time. 
These attributes of an improved local 
anesthetic are the reasons why ‘Metycaine 
Hydrochloride’ facilitates careful surgery. 


Gy EL! LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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X-ray Pelvimetry in Private Practice” 
N. C. Siebert, M.D., and Charles M. White, M.D.** 


Wichita, Kansas 


X-ray pelvimetry has both staunch advocates and 
bitter critics. Some centers use it in 100 per cent of 
their cases and others in only one per cent.! If the 
knowledge of the internal measurements of the pel- 
vis can be of help in the management of any par- 
ticular case, then it would seem logical that x-ray 
pelvimetry would be indicated. Accurate measure- 
ments can be obtained by a number of different 
x-ray methods. 

At the outset let us emphasize that measurements 
alone do not constitute a complete pelvimetry. A 
study of the pelvic type and the fetal-pelvic relation- 
ship is much more important than the measurements 
alone.2 Pelvimetry is a laboratory aid to the ob- 
stetrician. Eutocia may occur in the face of a grave 
pelvimetric prognosis and dystocia may occur in 
a patient with a normal pelvimetry. Pelvimetry 
properly used in conjunction with a complete 
clinical evaluation of the patient gives the ob- 
stetrician more ‘information so that he can better 
choose the type of delivery which will insure a 
lower morbidity and mortality for both mother and 
infant. If such a situation is to be obtained it is 
obvious that there must be complete and close 
cooperation between the obstetrician and roentgen- 
ologist. 

With these thoughts in mind we undertook this 
study in an effort to determine what value x-ray 
pelvimetry is as we use it in private obstetrical 
practice. We have used pelvimetry somewhat spar- 
ingly following definite jndications (See Table I). 
We were particularly interested in making a com- 
parison between the prognosticated course of events 


by pelvimetry with the character of the actual labor | 


and delivery. Such a study would also help us 
determine the factors of greatest help in arriving at 
a reasonably accurate prognosis of the character of 
the labor and delivery which will ensue. 


*From the Department of Obstetrics and Gynecology and the 
Department of Radiology, the Wichita Clinic. 


**We wish to express appreciation to R. A. West, M.D., for 
helpful advice and permission to include some of his cases in this 
study. 


Perhaps the most commonly used methods of 
pelvimetry are the position-frame methods, the 
stereoscopic method, and the geometric or triangu- 
lation methods. All methods have their advantages 
and disadvantages. Accurate measurements can be 
obtained by any of them if meticulous care is used. 
Numerous studies have shown that accuracy of prog- 
nosis depends not on the method used but on the 
familiarity of both obstetrician and roentgenologist 
with the method. 


We have used the method described by Ball and 
his co-workers. It has appealed to us because it offers 
an opportunity to observe the pelvis in two planes 
and also to compute the volume of the fetal cranium. 
Another advantage is that the films can be made 
in the erect position, which tends to immobilize the 
fetal head and also adds greatly to the information 
obtained from the lateral view. We prefer to do the 
pelvimetry within two weeks of term for more ac- 
curate study of the fetus. The number of films made 
in any pelvimetry must receive some consideration. 


TABLE I 


INDICATIONS FOR PELVIMETRY 
Number of | 


Per cent 


Indications Patients | Indications 
Unengaged Head in a | 
Primipara at Term 25 
Small Outlet 7 | 12.1 
Large Baby 7 | 12.1 
Patient’s Request 5 9.0 
Previous Stillborn 3 5.4 
Previous Section 2 | 3.6 
Contracted Pelvis 2 | 3.6 
Pelvic Fracture 2 | 3.6 
Breech 1 | 1.8 
Previous Spastic Infant 1 | 1.8 
Postmaturity 1 | 1.8 


: 
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Studies from the Brookhaven National Laboratory? 
reveal that one anteroposterior exposure gives an 
approximate dose of 3.6 roentgens while a single 
lateral exposure gives an approximate dose of 9.0 
roentgens. It must be remembered that for the 
fetus this is total body irradiation. In using total 
body irradiation for therapy of leukemia, for ex- 
ample, the usual dose is 15-25 r for one treatment. 
There is no clinical evidence of damage to the near 
term fetus from pelvimetry, yet we feel that no 
unnecessary exposures should be made. 

Beyond measurements the following information 
should be obtained from the x-ray films: fetal ab- 
normalities, fetal size, presentation, attitude and 
position, presence or absence of engagement, pelvic 
type, depth of sacral curve, and size of sciatic notch. 

The indications for x-ray pelvimetry vary some- 
what in different clinics. There are those who advo- 
cate x-ray pelvimetry in all primipara and in multi- 
para who have previously had difficult deliveries 
or stillborn babies. In other clinics, the indications 
are not so inclusive and are limited to some of the 
following: (1) Patients with suspected dispro- 
portion, (2) Patients with contracted or question- 
ably contracted pelves, (3) Patients with history of 
pelvic injury, (4) Patients with pelvic, spinal or 


other deformities, (5) All primipara and some multi- - 


para with abnormal presentations, (6) Elderly 
primipara, (7) Primipara at or near term with 
unengaged fetal heads, (8) Primipara with a di- 
agonal conjugate of less than 11.5 cm., (9) Primi- 
para with suspected midplane narrowing, (10) 
Primipara with bituberous diameter of 8 cm. or less, 
(11) Large baby and (12) Postmaturity. 

Table No. I lists the indications we have followed 
and the number of patients occuring in each. It 
will be noted that the patients enumerated will 
total more than our series of 50 cases. This is due 
to the fact that a number of ‘patients had more than 
one indication. 

For this study we have selected 50 consecutive 
pelvimetries done on patients, all of whom have been 
delivered by the men in our department of obstetrics. 
A brief study of Table I listing the indications for 
which pelvimetry was obtained will reveal that this 
series is a selected group in which one would clinic- 
ally expect a high percentage of dystocia. Two 
patients had had previous Cesarian section done 
elsewhere, making it difficult to avoid a repeat sec- 
tion. 

Various pelvimetric criteria have been used to 
predict more accurately the outcome of labor. 
Among them are: (1) The obstetrical conjugate, 
(2) Mengert’s areas,4 (3) Allen’s areas,> (4) Moir’s 
approach,® and (5) Weinberg and Scadron’s sums.” 

An obstetrical conjugate of 10.0 cm. is considered 
to be borderline. 
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Mengert’s areas are obtained for the inlet by 
multiplying the obstetrical conjugate and the trans- 
verse diameter. One hundred per cent of normal is 
145 sq. cm. Eighty-five per cent of normal (approxi- 


- mately 125 sq. cm.) is considered to be borderline. 


For the midplane Mengert obtains his areas by 
multiplying the anteroposterior diameter by the 
transverse diameter. The established normal product 
is 125 sq. cm. Eighty-five per cent of normal (ap- 
proximately 105 sq. cm.) is considered to be border- 
line. 

Weinberg and Scadron’s sum for the inlet is ob- 
tained by adding the obstetrical conjugate and the 
transverse diameter with the borderline sum being 
22 cm. To determine midplane capacity they add 
the transverse diameter and the posterior sagittal 
diameter with dystocia probable when the sum is 
less than 14 cm. 

Allen’s areas are determined by the use of formu- 
lae for an ellipse applied to pelvic diameters and 
Moir uses a graph to correlate antenatal fetal head 
measurements with the obstetrical conjugate and the 
average or available transverse diameter to predict 
disproportion. 

The size of the fetal head, position, attitude and 
the amount of molding which will occur are of 
importance in attempting to make a prognosis. 
Ball's? method of pelvimetry measures the volume 
of the fetal head and the volume capacity of the 
smallest internal pelvic diameter. Scarpellino? states 
that the difficulty, duration of labor and operative 
assistance increases as the disproportion between 
the fetal head and the smallest plane of the pelvis 
approaches 200 cc. in the anterior and 135 cc. in 
the posterior rotation. 

Moldability of the fetal head is not predictable. 
Dyer!® found that in normal pelves vaginal delivery 
was the rule until cephalopelvic disproportion ex- 
ceeded -200 cc., whereas vaginal delivery was limited 
in contracted pelves if the disproportion exceeded 
-50 cc. His explanation is that a fetal head of 850 
cc. can mold 200 cc., or approximately 23.5 per cent, 
to pass through a 650 cc. pelvis while in order for 
a 500 cc. head to pass through a pelvis of 300 cc. 
it would have to mold 200 cc. This would represent 
molding of 40 per cent, which is usually not possible 
without fetal damage. He suggests a safe index of 
molding to be not greater than 25 per cent of the 
fetal skull volume. 

As we pointed out earlier, the x-ray prognosis of 
labor should rest not only on measurements or 
volume difference but also. on the morphologic 
pelvic type, presence or absence of engagement, 
sacral curve, and the fetal position and attitude. © 

We have set up the following arbitrary classification 
of prognoses, useful not only from the standpoint 
of making this study but also in order to give the 


obstetrician a clear prognosis with less chance of 
misunderstanding. 

1. Uneventful delivery expected. 

2. Difficulty expected, but do not expect damage 
to mother or baby. 

3. Difficult delivery with possible damage to 
mother or baby expected. 

4. Impossible delivery with damage to mother or 
baby expected. 

The deliveries have been classified for our statis- 
tical purposes into three groups as follows: 

Uneventful—28 cases—5S6 per cent 

Difficult—11 cases—22 per cent 

Section—11 cases—22 per cent 

The percentage of difficult labors and sections 
is high because stringent indications were used in 
the selection of the cases for pelvimetry. Our section 
incidence during the period covered by this study 
was 4.88 per cent. 

Prognoses were made on the 50 pelvimetry cases 
as shown in Table II. The number of deliveries of 


TABLE II 
PROGNOSES 
GROUP | DELIVERY | CASES | % 
I Uneventful 19 82.6 
Difficult 3 13 
Il | Uneventful 9 45 
20 Cases Difficult 6 30 
Section 5 25 
lll Uneventful 0 0 
7 Cases Difficult 2 28.5 
Section 5 
Iv Uneventful 0 0 
C Difficult 0 0 
° Section 0 0 


each type is also indicated in the table. When a 
pelvimetry prognosis of an uneventful delivery 
(prognosis 1) was given, we were correct in 82 
per cent of the cases. When we made a prognosis 
of difficult labor without damage expected (prog- 
nosis 2), there were 45 per cent uneventful deliveries 
whereas 55 per cent of the cases were difficult or 
required section. When we made a prognosis of 
difficult labor with probable damage (prognosis 3), 
there were no uneventful deliveries, all being diffi- 
cult or requiring section. It is interesting that these 
figures correspond closely with results obtained by 
Moir!! at the University of Oxford using a differ- 
ent method of pelvimetry. It should be mentioned 
that in this series of 50 cases there were no fetal 
deaths and no fetal damage. 
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We have made an attempt to d-termine the value 
which certain x-ray findings have in arriving at an 
accurate prognosis. We have been particularly in- 
terested in the presence or absence of engagement 
near term, the morphological pelvic type and the 
cephalo-pelvic volume difference determined by the 
method of Ball.8 

We think that the films should be made in the 
erect position in order to use the presence or absence 
of engagement as a helpful finding. Examination 
of the patient supine may indicate that engage- 
ment has not yet occurred while immediate x-ray 
examination with the patient erect will reveal the 
presence of engagement. 

Table III reveals that the presence or absence of 


- TABLE III 
DELIVERY 
TYPE CASES % 
Uneventful 22 81.4 
i Difficult 3 11.1 
Section 1 Te 
Uneventful 6 26 
Difficult 7 30.4 
Section 10 43.6 


engagement as seen in the erect lateral film is a very 
helpful prognostic finding. When the head is en- 
gaged there is an 81 per cent chance that there will 
be an uneventful labor, but when it is unengaged 
there is a 74 per cent chance that the delivery will 
be difficult or section required. 

To study the effect of the morphologic pelvic 
types on the labor and delivery we grouped the pelves 
studied (See Table IV) according to the classifi- 


TABLE IV 
PELVIS NUMBER of PATIENTS| % 
Gynecoid 17 34.0 
Android 21 42.0 
Anthropoid 1 2.0 
Platypelloid 11 | 22.0 


cation of Caldwell and Moloy.!? Their five pelvic 
types are as follows: 

1. Gynecoid—round, normal, female; transverse 
diameter equal to or slightly greater than (not more 
than one cm.) the anteroposterior diameter of the 
inlet. 

2. Android—wedge or blunt shaped, male, trans- 
verse diameter is more than one cm. and less than 
three cm. greater than the anteroposterior diameter 
of the inlet. 


3. Anthropoid—tong, narrow, oval, transverse di- 
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ameter less than anteroposterior diameter of the 
inlet. 

4. Platypelloid—flat, transverse oval, transverse 
diameter is three cm. or more greater than the 
anteroposterior diameter of the inlet. 

5. Asymmetrical. 

We feel that the percentage of the various types 
of pelves in our series is due to the fact that our 
patients are a selected group with definite indica- 
tions for pelvimetry and thus do not reflect the 
percentage of types of pelves seen in the general 
female population. 

As indicated in Table V our patients with gyne- 


TYPE V 

Pelvic Type Delivery | Case | % 
Gynecoid Uneventful 12 70.5 
Total Cases—17 Difficult 2 11.7 
Percentage—34% Section 3 17.7 
Android Uneventful 10 47.6 
Total Cases—21 Difficult 6 28.5 
Percentage—42 % Section 5 23.3 
Anthropoid Uneventful 1 100 
Total Cases— 1 | Difficult 0 
Percentage— 2% | Section 0 
Platypelloid Uneventful 5 45.4 
Total Cases—11 | Difficult 3 27.2 
Percentage—22% | Section | 3 27.2 


coid pelves had a 71 per cent chance of having an 
uneventful delivery while those with the android 
and platypelloid pelves had a 53 per cent chance of 
having either a difficult delivery or requiring a 
section. It is interesting to note that the percentage 
of the types of deliveries occurring in the android 
and platypelloid pelves are very similar. 


The difference between the volume of the fetal 
head and the volume capacity of the smallest plane 
of the pelvis does not give a figure from which an 
arbitrary prognosis can be made. Factors influencing, 
this which cannot be mathematically assessed are 
the moldability of the fetal head and the possible 
availability of compensating space in the opposite 
diameter of the pelvis. 

The volume differences in our series of cases are 
listed in Table VI. 

The correlation between the volume difference 
and the type of delivery which occurred is not 
close. There is a definite preponderance of cases 
with uneventful deliveries, however, when the vol- 
ume difference is less than 100 cc. There is also a 
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TABLE VI 

Vol. Diff. In. C.C.| Cases | % 
0- 50 19 67.8 
50 - 100 2 
100 - 150 6 | 214 
a Si 150 - 200 1 3.5 

200 - 250 0 0 

250 - 300 0 0 
Difficult 0- 50 5 23.8 
Deliveries 50 - 100 1 4.7 
and Sections 100 - 150 Z 33.3 
21 Cases 150 - 200 ch 333 

(One breech -. 200 - 250 0 0 
not included ) 250 - 300 1 4.7 


preponderance of cases with operative deliveries 
when the volume difference is greater than 150 cc. 
Once again this is evidence that mathematical figures 
are not the sine qua non of pelvimetry. All avail- 
able factors must be considered and a prognosis 
rendered on a sound judgment of all of them. 


Conclusions 


1. X-ray pelvimetry is not needed routinely in 
private practice. Definite indications should be 
followed. 

2. Pelvimetry is of definite help to us. When 
an uneventful delivery was predicted it was correct 
82 per cent of the time, and when a difficult delivery 
was predicted it was correct 67 per cent of the time. 

3. Pelvimetric measurements alone are not suffi- 
cient for making a prognosis. Other factors such as 
engagement, pelvic type, sacral curve, and fetal size, 
attitude, presentation and position must be con- 
sidered. 

4. Close collaboration between the obstetrician 
and roentgenologist is essential for pelvimetry to be 
useful. 

5. A simple prognostic classification helpful to 
both obstetrician and roentgenologist has been pre- 
sented. 
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The Field of Allergy” 


Ethan Allan Brown, M.D. 


Boston, Massachusetts 


A reliable index of the quality of medicine prac- 
ticed in any community is the amount of allergy 
discovered and treated. Every good allergist has had 
the experience of having a physician send him a 
patient from a geographical section of the surround- 
ing community from which no other patient has 
ever been referred. Successful treatment invariably 
causes an influx, sometimes of dozens of patients, 
whose allergy had been previously unsuspected, un- 
diagnosed, untreated, or occasionally, mistreated. 
When the cause of the symptoms of these new pa- 
tients has been successfully diagnosed and the con- 
dition cleared, allergy finds its proper place among 
the medical problems of the community. Since the 
general practitioner is never quite certain as to 
which of the conditions he treats may be mediated 
by allergic causes, he must, in the present state of 
the development of the field of allergy, become 
allergy-conscious. 

In what parts of medicine will a knowledge of 
allergy, or the assistance of an allergist, be neces- 
sary? At this point, we can say that there are at 


least seven distinct groups of allergic phenomena. - 


Many classifications of these have been published, 
but none is completely satisfactory, since a condi- 
tion may, on one occasion, be listed according to its 
morphological characteristics, as hives, and on an- 
other, by its etiology, as hay fever; and then again 
by the organ involved, as in allergic tracheitis. 
Nevertheless, a clear picture of the types of allergy 
can be drawn so that each may be easily recognized. 

There is, at present, no completely satisfying 
definition of allergy. Immunological terms are too 
abstract for everyday purposes. Common sense def- 
initions will necessarily omit references to complex 
(and often, hypothetical) immunological processes. 
What is understood, however, is that the allergic 
patient responds abnormally, but in a specific man- 
ner, to substances which cause no response, or rather 
no harmful response, in normal individuals. Such 
reactions must be smooth muscle spasm, mucous 
membrane edema, and urticae, or hives of the skin 
or any tissue surface. We can go beyond this and 
say that such reactions, as in anaphylactoid shock, 
may seem to affect the patient as a whole, or that 
they may be limited to one or more tissues or shock 
organs, as for instance, the skin or the upper or 
lower respiratory tracts. 

The first and basic form of allergy is probably 


*Presented at the 92nd annual session of the Kansas Medical 
Society, Topeka, Kansas, May 15, 1951. 


anaphylaxis. In the older textbooks, anaphylaxis and 
allergy are described as differing conditions; the 
first seen in animals, and the second, in man. If the 
word allergy is used as an all-inclusive and general 
term, anaphylaxis can, of course, be accepted as a 
form of allergy. This is especially true since allergy 
(as pollen sensitivity) has been seen in animals, 
and secondly, since anaphylactic shock in human be- 
ings resembles, and in many ways is probably identi- 
cal with, anaphylaxis in animals. It should be re- 
called, however briefly, that in anaphylaxis the sensi- 
tivity is artificially induced by the injection of a 
“foreign protein.” After the incubation period, a 
second injection of the same material causes ana- 
phylactic shock, the organ response depending upon 
the species of animal used for the experiment. If 
the animal is not killed by the second injection, it 
is, for a variable period of time, refractory to further 
shock. If small injections of the same material are 
given during the incubation period, the onset of 
sensitivity may be delayed, or else the animal may 
not become sensitized, and it is difficult, if not im- 
possible, to shock it. 

In summary: An animal may be sensitized and 
left alone (remaining sensitive), living out its nor- 
mal life span in the sensitized state; it may be sensi- 
tized and shocked so that it may live, and for some 
time be refractory to further shock; it may be killed 
by the anaphylactic reaction or it may be desensi- 
tized. 

It is not generally realized that the procedures 
necessary for sensitizing, desensitizing, shocking to 
kill, and shocking to make refractory, differ only in 
the amounts used and the time interval between 
exposures. These are the fundamental facts which 
enable us to treat certain types of allergy in human 
beings by injection therapy. 

The second group of allergic conditions is termed 
“atopic.” The term is useful although it is no longer 
considered exact. This class includes the patients 
usually considered as clinically allergic, namely, 
those who suffer from hay fever. A good number 
of patients with bronchial asthma are atopic, some 
with eczema, and occasional cases of patients with 
urticaria and migraine. 

From a general point of view, the typical patient 
of the atopic group usually has a strong family his- 
tory of allergy, or similar types of atopy, and con- 
sistently presents more than one allergic manifesta- 
tion. Whatever the shock organ, the symptoms are 
usually explicable as being due to increased capillary 
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permeability, occasionally associated with smooth 
muscle spasm. Locally, the affected tissues and se- 
cretions, or generally, the blood, present an eosin- 


ophilia. The blood also contains “passive transfer’ 


antibodies,” their presence being responsible for 
the positive scratch, pressure puncture, or intra- 
dermal tests, which mark sensitivity as opposed to 
immunity, since a desensitized patient may, never- 
theless, present positive skin tests. Such positive 
skin tests are therefore only indicative of im- 
munity in a previously untreated patient. 

From the immunological point of view, atopic 
phenomena become manifest when the sensitized 
tissue of the patient with an atopic constitution 
meets an atopen by inhalation, ingestion, injection, 
or direct contact, provided it reaches the specifically 
sensitized tissue in sufficient quantities per unit of 
time. Such atopens may be inhalants, as pollens, 
moulds, smuts, rusts, animal danders, cosmetics, in- 
secticides, insect scales, impalpable dusts, powders 
and the degeneration products of clothes and fur- 
nishings derived from protein sources. The injected 
substances may be extracts, sera, vaccines, drugs, and 
foreign proteins. Ingested substances are usually 
foods or drugs. Contactants, as silk, may, in marked 
sensitivity, act transepidermally. 

These substances eliciting sensitivity reactions are 
too numerous to be listed, but can be classified as 
water soluble and protein-derived, from animal, 
plant, insect, mould, bacterial or chemical sources. 
Fortunately, for our patients, fewer than 100 of the 
known 2,000 allergens are responsible for about 90 
per cent of the symptoms of the patients suffering 
from this type of allergy. 

In the early stages of some of the conditions 
known to be atopic, the patient's lesions are reversi- 
ble. When, in time, they become irreversible, the 
discovery of the original allergens helps us little in 
their present treatment. In some patients, a non- 
allergic component may easily and completely over- 
shadow any allergy that may be present. These are 
the patients who must be chosen with care, if they 
are to have allergy studies. 

Unless they are carefully selected, according to 
some common sense criteria, the diagnostic pro- 
cedures may well be a waste of time and money, as 
for instance in a senile dust-sensitive, asthmatic pa- 
tient, who has developed emphysema and chronic 
bronchitis and a cor pulmonalae. The most com- 
plete dust elimination possible ‘will not relieve the 
patient’s wheezing, although exposure to massive 
quantities of house dust may cause an immediate 
exacerbation. It should be noted at this point that, 
for many patients, there is no better or more satis- 
factory common-sense test than that available to 
every physician at all times; the exacerbation upon 


exposure to the causative allergen and the remission 
following its elimination, excepting when such 
sensitivities are multiple. 


Since these are the patients in whom skin tests 
are done, the subject of skin testing must be given 
brief mention. Such tests may be negative when the 
patient's skin is in a refractory condition. They may 
not be positive in patients with certain types of 
food allergy, in whom other diagnostic measures 
must be used. Negative skin tests, in the presence 
of positive knowledge that inhalants cause symp- 
toms, may be due, among other things, to the fact 
that the sensitivity is mild and the testing solution 
weak. Tests can be only as adequate as are the test- 
ing solutions. It may be that the sensitivity is of 
the type which does’ not give positive skin tests. 
Skin testing has long been elevated from the state 
in which it consisted of a wooden box containing 
several hundred dusty vials, with broken corks, 
handled by an uninterested, inefficient technician 
for scratch tests on indiscriminately chosen patients. 
The making of skin test materials has become a 
product of the highest technical skill, measured only 
by the equal skill it takes to do good skin tests and 
to interpret them. 


The third group of allergic conditions can be 


‘placed in a category termed “contact allergy.” The 


lesions affect the skin and manifest themselves as 
an “epidermal spongiosis,” in its most typical form, 
poison ivy dermatitis. There is almost always a his- 
tory of exposure. The -patients have no history of 
previous allergy of the atopic type, and atopic in- 
dividuals are no more subject to this condition than 
are those who are not allergic. There is, therefore, 
no familial history of allergy; there are no anti- 
bodies and no precipitins, and the only tests are the 
patch tests with lipoid soluble substances, which 
must be positive in a dilution which causes no re- 
action upon the normal skin. 

From the immunological point of view, the sensi- 
tized tissue must be exposed adequately, by contact, 
to the causative substance or contact allergen. These 
are not antigens in the usual sense of the word. 

The known external causes of dermatitis have 
been listed alphabetically by substance and by oc- 
cupation. There are more than 1,500 known con- 
tact irritants, of which about 150 are plants, about 
25 of which are responsible for almost 90 per cent 
of this type of contact dermatitis. In these patients, 
again, relief usually follows elimination, as exacerba- 
tion follows exposure. Testing requires skill, since 
the dilution must be such that it will not cause a 
positive reaction in normal skins exposed to the 
same contactant for the same period of time. Inade- 
quate testing does not elicit the cause of the derma- 
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titis; too strong a test may cause a generalized ex- 
acerbation. 

The fourth group of patients are those sensitive 
to drugs. From a general point of view, the reaction 
is never that caused by an overdose of the drug (its 
toxicity), nor is it exaggerated pharmacological re- 
sponse (patient idiosyncrasy). It differs from the 
poisonous manifestation of the drug and is usually 
produced by doses far below the toxic or pharmaco- 
logical limits. The drug may cause its effect by in- 
halation, injection, or contact as by absorption 
through the skin, and since there are as yet no 
known or demonstrable antibodies, the drugs must 
against be termed allergens and not antigens. The 
most common are well known to all physicians, 
namely, the iodides, bromides, aspirin, phenol- 
phthalein, the barbiturates, quinine, pyramidon, atro- 
pine, the arsenicals, the sulfonamides and the anti- 
biotics. There are a great many more. 

The clinical picture of the typical allergic drug 
exanthem, when it does not cause typical atopic 
response, such as coryza, or asthma, or perhaps 
urticaria, may be characteristic only occasionally, as 
when seen in the response to bromides or to phe- 
nolphthalein. The same drug, as a sulfonamide or 
an antibiotic, may elicit a different type of skin 
manifestation in two patients taking it at the same 
time and itself may bring on various manifestations 
in the same patient, some of which, as with peni- 
cillin, may be delayed up to six weeks. A drug 
sensitivity may therefore not only prove its presence 
by wheezing, but by nausea, colonic spasm, and 
diarrhea, with bleeding from the urogenital tract, 
lymphadenopathy, joint swelling, or fever. When 
the skin is affected, the reaction may mimic the 
morbilliform or scarlatiniform rashes, or may resem- 
ble pityriasis, or the erysipeloid exanthemata. It may 
sometimes be bullous, or show itself as an erythema 
exudativum multiforme, an erythema nodosum, a 
lichen ruber, and exfoliative dermatosis, a purpura, 
or any type of nodular, ulcerous or pemphigoid 
eruption. The rash may be localized or disseminated, 
and sensitivity may be evoked by one means as in- 
gestion and reaction by another, as by injection or 
application. 

It is not necessary for the patient to have a def- 
inite history of drug ingestion as such, since he 
may have taken the drug unwittingly. There are 
many catalogues of the preparations containing in- 
dividual drugs, the majority of which at one time 
carried no label indicating the presence of the of- 
fending substance. A patient sensitive to arsenic 
may ingest a sufficient amount to cause a rash from 
unwashed fruits or vegetables or from tobacco. A 
number of foods, such as shellfish, milk and eggs 
may contain a drug, due to the ingestion by the 
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original animal from which the food product was 
derived. 

There are some drugs which cause urticarial re- 
actions, and extremely rarely, may give skin tests 
of the atopic type as exemplified by wheals with 
pseudopodia. The drugs which cause the acneiform 
type of eruption may also, rarely, give positive patch 
tests causing a skin condition similar to the original 
eruption. Patch tests may also produce an ecze- 
matous type of reaction in those cases in which 
there is an eczema, although almost every drug 
available commercially has, at some time or other, 
been described as causing untoward reactions. Since 
it is known by clinical experience that the rash fol- 
lowing a single ingestion of the drug may remain 
with a patient for many weeks, although there has 
been but one exposure, dramatic relief should not 
always be expected to follow immediately upon 
elimination of any suspected drug. I have, myself, 
unwittingly given a patient a drug to which he was 
sensitive and seen the reaction last as long as six to 
eight weeks. 

The fifth group of patients are those sensitive to 
infection, usually to bacteria, but occasionally to 
endotoxins, exotoxins, or bacterial metabolic prod- 
ucts. The patients sensitive to fungi and to viruses 
also belong in this group, which is extremely com- 
plex in its variety. It includes the allergic reactions 
of the exanthemata, the viral diseases of smallpox 
and lymphogranuloma inguinale, as well as those 
of tuberculosis, syphilis, and the parasitic infesta- 
tions. Skin tests, when done, are usually of the 
tuberculin type of reaction and are read in 48 hours. 
In these patients, the sensitized tissue has been ade- 
quately exposed to living agents, or their products. 


Skin tests of the type described may be present in 
the following conditions: actinomycosis, aspergill- 
osis, blastomycosis, cestode infestations, chancroid, 
coccidioidal granuloma, diphtheria, bacillary dysen- 
tery, filariasis, glanders, gonococcal infection, leish- 
maniasis, meningococcal meningitis, pneumonia, 
schistosomiasis, haemolytic streptococcal infections, 
trichinosis, tularemia, typhus fever and undulant 
fever. In these patients, the allergy as such may be 
a minor part of the problem. The patients are rarely 
treated for their allergy but rather for the original 
conditions, which, of course, are not typically allergic 
diseases. It is well to remember, however, that a 
part of the clinical picture is the obvious result of 
an underlying mechanism, allergic in nature. 


The occasional patient who responds with bron- 
chial asthma to an infected upper respiratory tract 
may or may not be allergic to bacteria. He may be 
classified as having asthmatic bronchitis, or his 
superimposed infection may be acting secondarily 
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to make him more susceptible to an extrinsic al- 
lergen. 

The sixth group of phenomena, allergic in nature, 
are represented by those patients who present a 
sensitivity to “foreign proteins.” These are, nat- 
urally, classified as drugs, although they are com- 
pletely different. The substances may be biological 
materials of the homologous species. They may be 
heterologously derived, and include the proteins of 
the brain, testicle, kidney, pancreas, pituitary, liver, 
stomach, or eye. Patients sensitive to insect bites 
also belong in this group, and probably those sensi- 
tive to insulin, and the antibiotics also fit here, 
although they have been mentioned in the group of 
patients suffering from drug allergy. 

Serum sensitivity, fortunately not as frequent as 
it once was, is an excellent example of heterologous 
serum causing “foreign protein” allergy. The re- 
action may be immediate, as urticarial, or delayed, 
as in serum sickness, and it may be local, general or 
systemic in type. The reactions may be associated 
with fever, urticaria, joint pains, lymphadenopathy, 
leukopenia and various types of eruptions. Since 
there is an invariable history of the injection of a 
foreign protein, the diagnosis is not usually diffi- 
cult. 

The patient with a suspected serum sensitivity 
should, however, be tested, if only to corroborate 
the diagnosis should the question of future injec- 
tions arise, in which case it will be known that a 
sensitivity to serum of equine origin is perhaps not 
accompanied by a sensitivity to bovine or other 
sera, which in that case may be used instead. 

_ The over-lapping of the various parts of the field 
of allergy are best exemplified at this point. We 
see patients with natural animal dander sensitivity, 
in whom there is no history of serum injection 
treatment. These are the patients who respond with 
immediate bronchial asthma, hives, or hay fever, to 
a tetanus antitoxin injection. We have other pa- 
tients who have no known atopic history but who 
have previously received serum. They may respond 
in the same way, or with the other manifestations 
listed, upon the receipt of a second injection of 
tetanus antitoxin, the reaction being typically ana- 
phylactoid and the patient resembling the sensitized 
anaphylactic animal. I have seen both types of re- 
action occur in the same allergic patient. 

The last group of patients to be discussed are 
those presenting “physical allergy.” The normal re- 
sponse to physical agents, such as heat, cold, light, 
mechanical irritation or mild trauma, may be an 
urticaria. The patients are not always otherwise 
allergic. Their symptoms can easily be reproduced 
by experimental exposure to the physical agent re- 
sponsible for their condition. Such agents are re- 


markably specific in their nature, the patient in 
some cases responding to only a narrow band of 
wave lengths in ultra-violet radiation, or to two 
bands, as in one patient who responded to 2,300 
Angstrom units and to 2,800 Angstrom units, but 
not to the filtered light above, between or below 
these levels. The reaction may be local, as in 
urticaria of the hands, or reflex and general, affect- 
ing the entire body. It may affect a specific system, 
as perhaps the skin, or the genitourinary tract, as 
in paroxysmal hemoglobinuria. Relief, on avoidance 
of the irritating factor is usually complete, and tol- 
erance can often be acquired if exposure is care- 
fully graduated. Such physical factors may also 
cause exacerbations of other forms of allergy, in 
which case they act as secondary agents, and in the 
absence of allergy, of themselves, cause no difficulty. 
The response is probably due to substances released 
by the tissue damage, as causing allergic reactions 
in the local tissue or in distant organs. 

If this were all there were to the subject, the 
recognition and treatment of the different types of 
allergic conditions would not be difficult, granted 
that the physician had the knowledge, the necessary 
testing materials, and the virtue of patience to ferret 
out the causative allergen. Unfortunately, this is not 
true. Granted that the patient belongs to one of the 
seven groups listed, he may, relatively often in the 
presence of any of the agents which cause the diffi- 
culty, not respond. With a subliminal exposure, his 
symptoms may be subclinical; that is, he may not 
be conscious that he is wheezing, although examina- 
tion of the chest proves the presence of sibilant and 
sonorous rales, varying in pitch and intensity. In 
some patients, in the presence of true, proven sensi- 
tivity, a secondary condition may be necessary on 
some occasions to cause obvious signs or symptoms. 

Among the synergistic or predisposing factors 
may be such vague states as barometric changes, 
physical agents, irritating fumes, trauma, fatigue, 
excitement, emotional exhaustion, acute or chronic 
infection, focal sepsis, constipation, menstruation, 
over-exertion, the puberty or menopausal syndromes, 
and a number of other vague conditions, difficult 
to prove as mild hypovitaminosis, calcium defi- 
ciency, blood electrolyte disturbances, and temporary 
dysfunction of the gastrointestinal tract, or some of 
the ductless glands. At this point, the psychosomatic 
aspect of all of the problems must be given serious 
thought. 

Given sufficient exposure, and the presence of 
the secondary exacerbating factors, it is ‘obvious that 
the patient can respond in more than one way. His 
reaction may be acute, explosive, and exudative, but 
completely reversible so that he is well between at- 
tacks. His response may be so great that there is 
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permanent irreversible damage. The repetition of 
acute attacks, so frequent that reversibility cannot 
take place, may also lead, insidiously, to a chronic 
irreversible condition. 

If the reaction is general in type, the patient suf- 
fers a “constitutional reaction” or allergic shock. 
When mild, there may be pruritus and an urticarial 
eruption. ‘When severe, the patient may present 
dyspnea and wheezing, incontinence, and symptoms 
extending in degree to loss of consciousness. The 
concomitant signs may be a sub-normal temperature, 
slowing of the pulse, lowering of the blood pressure, 
the blood presenting a leukopenia and the blood 
chemistry, a prolonged coagulation and an increased 
non-protein nitrogen content, with a decrease in 
blood chloride, blood calcium and phosphorus. 
There may also be a decrease in sugar tolerance. 


When the condition is localized it may affect 
almost any part of the body. In the nose and sinuses, 
the patient may present an acute or chronic coryza, 
of the allergic type or of the infectious or vasomotor 
types, superimposed upon the allergy, the patient 
demonstrating an acute or chronic sinusitis with 
polypi. The throat may be the seat of allergic 
tracheitis, as manifested by a chronic cough. The 
lungs may respond with asthma, or all three areas 
may be shock organs and their responses inter- 
related in the hay fever-bronchial asthma patient. 
The mucous membrane, punished by the allergens, 
loses its normal immunological response and is 
more susceptible to infection. 

The eyes may respond with pruritus and epiphora, 
as seen in simple hay fever; severe cases progress 
to conjunctivitis or episcleritis. All portions of the 
eye may be affected, and there is a possibility in 
some cases of iritis, or uveitis. Cataracts are known 
to be associated with atopic eczema. 

The organs of the ear have been described as the 
seat of allergic complaints in patients who suffer 
from Meniere’s syndrome, or from vertigo due to 
food sensitivity. The eighth nerve effects, follow- 
ing streptomycin therapy, may, under these circum- 
stances perhaps, be considered as allergic. 

The skin, when it is the allergic shock organ, may 
present an urticaria or an angioneurotic edema, or 
an atopic eczema. The skin may respond with a 
number of miscellaneous dermatological conditions, 
such as localized or generalized erythemata, or ex- 
foliative dermatoses. Drug sensitivities, as men- 
tioned, may show themselves as purpurae, or as 
eruptions of the typical acneform type of skin re- 
actions seen in sensitivities of the bromide or iodide 
types. 

In the patients in whom the shock organ is the 
gastrointestinal tract, and who frequently give no 
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skin tests, although sensitivity to food may be pres- 
ent, there are a number of possible manifestations 
of the acute or chronic type, which may be pre- 
dominantly vascular, spastic, and occasionally, in- 
flammatory. Benign allergic peritonitis is one such 
condition. 

Using allergy in the broadest sense, the genito- 
urinary tract may be the seat of paroxysmal hemo- 
globinuria, cystitis, nephritis and the infectious con- 
ditions, to which the response is both to the infec- 
tion and the allergy. t 

The cardiovascular system may respond allerg- 
ically with a periarteritis nodosa, or with a throm- 
boangiitis obliterans, with allergic causes acting 
concomitantly. In addition, allergic patients may 
occasionally present hypertension, hypotension, pre- 
cordial pain, and cardiac irregularity, as bradycardia, 
tachycardia and extra systoles. The heart may be 
affected secondarily, as in cor pulmonalae. 


When the blood is affected, as in drug sensitivity, 
the most striking symptoms may be agranulocy- 
topenia, or in aplastic anemia. Some patients with 
food sensitivities present a thrombocytopenic pur- 
pura. Others, free of symptoms in the hematological 
system, nevertheless bear witness to their allergy 
with a marked eosinophilia. 

The central nervous system may show evidence 
of allergic reactions in epileptiform seizures, due to 
food sensitivity, and in headaches of the migraine 
type, due to the same cause. In younger people, 
there are often psychic disturbances, and it has been 
stated, with good authority, that in some of the pa- 
tients with multiple sclerosis, and with transient 
paralysis, sensitivity may play a role. 

The bones and joints do not escape; there are 
many authenticated cases of food sensitivity causing 
intermittent hydroarthrosis. Bacterial toxins and 
septic foci may cause joint reactions in the absence 
of joint infection. 

It must be stressed that for some of the condi- 
tions listed, a good number may be non-allergically 
caused. Allergy is a great mimic. In any atypical 
case, in a patient who has a strong personal family 
history of allergy, an allergic cause should be sus- 
pected. This list of allergic conditions is, by no 
means, complete and the classification, by no means 
perfect. We must grant that there are many lacunae 
in our present knowledge. It is nevertheless possi- 
ble to recognize and treat those conditions which 
are most often allergic; those which are rarely al- 
lergic, and those which are rarely, if ever, allergic 
in origin. The strong suspicion that allergy may. 
play a part in the causation of any atypical condi- 
tion often simplifies the treatment, and occasionally, 
makes it dramatically successful. 
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Water Fluoridation for the Partial Control of Dental 


Decay in Children’s Teeth 


Willard R. Bellinger, D.D.S.* 
Topeka, Kansas 


Children literally can drink their way to better 
dental health if the community water supply con- 
tains a sufficient amount of fluoride. The dental 
profession looks upon fluoridating water supplies 
as potentially the greatest public health measure 
that has come along in a generation. 

The ultimate objective in most dental public 
health programs for children is the preservation of 
teeth. This objective may be accomplished locally 
through three avenues of approach, namely, (1) 
The institution of school dental health programs 
designed to promote needed dental care by local 
practicing dentists, (2) Dental health education, 
(3) Utilizing today’s preventive measures for the 
control of dental caries (decay) in children’s teeth, 
which includes the fluoridation of municipal water 
supplies. 

Only the fluoridation of municipal water supplies 
for the partial control of dental caries in children’s 
teeth will be presented in this treatise. This dis- 
cussion is not intended to be a complete coverage 
of all available knowledge on the subject but is to 
provide general information for those interested in 
the fluoridation of public water supplies. 

Through the fluoridation of public water sup- 
plies, the dental profession for the first time in its 
history proudly acclaims a prophylactic measure 
which benefits the entire community child popula- 
tion and which is divorced from the dental office 
treatment procedures. 

Authorities agree that there is no difference be- 
tween natural fluoride water and water adjusted to 
the optimum recommended concentration of fluor- 
ide. Many thousands of persons have been drinking 
water containing fluorides which nature placed in 
the water in varying concentrations. Furthermore, 
there have been no known adverse effects on per- 
sons who have consumed for all of their lives water 
containing fluorides in concentrations as high as 
the recommended 1.0 ppm for the controlled fluori- 
dated water. 

To be effective, ingestion of water containing 
the recommended concentration of fluoride must 
take place during the period of tooth development, 
or during the first 8 to 10 years of life. 

The most common questions asked regarding the 
fluoridation of public water supplies are: “Will it 
do any good?” “Will it do any harm?” “What will 
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it cost?” “What is the required procedure in order 
to start adjusting the fluoride concentration of a 
public water supply?” 

“Will it do any good?” 

Numerous studies!:?:3-4,5-6.78 have disclosed an 
inverse relation between the fluoride content of the 
public water supply and the dental caries experience. 
of those children using such waters. Saying this in 
another way, one-half to two-thirds less dental de- 
cay is experienced in those children who drink water 
containing a natural concentration of 1.0 ppm or 
more of fluoride. The same correlation between 
dental caries and fluoride waters was found to exist 
in the western third of Kansas where the natural 
fluoride concentration in the municipal water sup- 
plies averages approximately 1.0 ppm of fluoride.? 

One of the earliest controlled fluoridation pro- 
grams as a demonstration or reseatch project was 
started at Newburgh, New York, in May, 1945.9:1° 
Numerous other large studies were started after 
that date. The results of the Newburgh and of six 
other of the larger controlled fluoridation studies 
have been published in a manual prepared by the 
Council on Dental Health, American Dental Asso- 
ciation.!! A reduction in dental caries experience 
has been reported in all communities in which study 
projects have been undertaken. Some of these studies 
indicate a reduction in dental caries of more than 
50 per cent in the younger age groups after a period 
of four to five years of fluoridation. The dental 
caries experience of children ages six and seven in 
Ottawa, Kansas, (.35 DMF and .62 DMF per child, 
respectively), after four and a half years of fluori- 
dation of the public water supply, compares favor- 
ably with the DMF (Decayed, Missing, Filled) rate 
per child (.37 DMF and .74 DMF respectively for 
ages six and seven) experienced by the Grand Rap- 
ids children, after approximately five years of fluo- 
ridation of that city’s water supply. The rates referred 
to above, after approximately five years of fluorida- 
tion in the two cities, represent reductions of 51 and 
61 per cent in the dental caries experience for the 
Grand Rapids children ages six and seven. How- 
ever, due to the lower dental caries experience for 
the Ottawa school children in 1946 when the fluori- 
dation project was started (fluoride concentration 
prior to fluoridation was 0.30 ppm), reductions of 
15 and 11 per cent respectively for ages six and 
seven, after 414 years of fluoridation, accomplished 
approximately the same low DMF rates as were 


experienced by the Grand Rapids children. An- 
other favorable observation in the Ottawa project 
was an increase in the number of children free of 
dental defects. The greatest benefit was a 31 per 
cent increase per 100 children age seven who were 
free of dental defects in the deciduous (baby) teeth. 

One of the best examples of the benefits derived 
from fluoridation was reported from Sheboygan, 
Wisconsin, where the number of five-year-old caries- 
free children increased from 26.92 per cent in 1946, 
when fluoridation was begun, to 43.1 per cent in 
1950.!! In these studies the younger children re- 
ceived the most benefit, which is to be expected, 
because they started drinking the fluoridated water 
earlier in life while more of the teeth were in the 
development stage. 

A study was made in Madison, Wisconsin, and in 
Colorado Springs, Colorado,!? to determine the com- 
parative loss of teeth of persons living in Madison 
which has a public water supply containing a natural 
fluoride concentration of only 0.05 ppm and persons 
living in Colorado Springs with a public water 
supply containing a natural fluoride concentration 
of 2.60 ppm. In age group 10 to 14 years there 
were seven times as many extracted teeth per per- 
son in Madison; in age group 15 to 19 years, 22 
times as many extracted teeth per person; in age 
group 20 to 24, 36 times as many extracted teeth 
per person; and in age group 40 and above, there 
were 32 times as many extracted teeth per person 
for the Madison residents. 

A similar study was made of school children in 
different sections of Kansas in which the natural 
fluoride concentration varied from 0.30 ppm to 
3.40 ppm. In grades one to eight, children living 
in the lower fluoride area (eastern Kansas) ex- 
perienced from five to seven times more lost per- 
manent teeth than the children living in the area of 
higher fluoride concentration (western Kansas). In 
grades 9 to 12 the lost permanent tooth experience 
was four to seven times greater in the low fluoride 
area. 

As stated previously, there is no difference be- 
tween water naturally containing fluoride and water 
which has had the fluoride content adjusted and 
controlled at the recommended concentration. 
Therefore, it is logical to assume that results from 
controlled fluoridation will eventually culminate in 
a situation equal to the lost tooth experience of 
residents of Colorado Springs as compared to the 
residents of Madison and the fewer lost permanent 
teeth experienced by children living in the higher 
natural fluoride areas in Kansas. 

Due to the fact that all evidence points to defi- 
nite beneficial effects from both natural and con- 
trolled fluoridated water containing an optimum 
concentration of 1.0 ppm of fluoride, it seems un- 
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necessary to discuss further “Will it do any good?” 

Now, “Will it do any harm?” 

Again the statement, there is no difference be- 
tween natural and controlled fluoridation of water. 
For many years, 3,000,000 persons have been drink- 
ing water with a natural concentration of fluoride 
of 0.9 ppm and higher with no adverse effects ex- 
cept mottling of the teeth when the concentration of 
fluoride was above 1.5 ppm. There have been no 
observed objectionable effects in persons drinking 
water at the recommended controlled concentration 
of 1.0 ppm of fluoride. 

“What will it cost?” 

The cost consideration of the fluoridation pro- 
gram is insignificant. Many proponents believe the 
cost is too cheap to make the program really ap- 
preciated. Because of the fact that the cost runs only 
5 to 15 cents per capita per year, the program should 
be hailed as a real bargain. More money trickles 
through the fingers than this program costs. The 
saving which will be realized through lower dental 
bills is an important consideration. However, the 
greater benefit is in the improved dental health 
through less tooth decay. 

The latest available figures as of December 1, 
1951, indicate that there are 144 communities in 
33 states which are adjusting the fluoride concen- 
tration of the public water supplies, benefiting a 
population of over 3,000,000 persons. In addition 
to those communities already fluoridating and those 
where fluoridation is either approved or under seri- 
ous consideration, the total population which will 
be benefited by all of these programs will exceed 
6,000,000. In Kansas, the two cities now fluoridat- 
ing the public water supplies are Ottawa, using 
sodium fluoride at a cost of 10 cents per capita per 
year, and Horton, using hydrofluosilicic acid at an 
estimated cost of 13 cents per capita per year. Five 
cities in Kansas, Topeka, Junction City, McPherson, 
Lawrence and Baldwin, have approved the fluori- 
dation program and numerous other Kansas com- 
munities are seriously considering the program. 

“What is the required procedure in order to start 
adjusting the fluoride concentration of a public 
water supply?” 

The Kansas State Board of Health recommends, 
for Kansas communities where the public water 
supply is deficient in fluoride, the fluoridation of 
municipal water supplies for the partial control of 
dental caries, when the fluoridation procedure is ap- 
proved by the local dental and medical societies and 
where the community can meet and maintain the 
standards required by the Kansas State Board of 
Health in raising the fluoride content of the mu- 
nicipal water supplies to a concentration of 1.0 ppm 
of fluoride. 

Communities desiring to obtain approval to 
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fluoridate their water supplies must meet the fol- 
lowing requirements: 

1. Written statement of approval from the local 
dental and medical societies. 

2. Specifications describing: The chemical pro- 
posed as the source of fluorine; methods of storing 
and handling the chemical; feeding equipment; 
point of application; rate of water discharge 
(whether constant, variable, intermittent); auto- 
matic controls; safety precautions; and laboratory 
equipment. 

3. Estimate of capital and operating costs. 


4. City ordinance authorizing fluoridation by the 
water department and providing funds to cover the 
cost. 

An important MUST for any community desir- 
ing to fluoridate its public water supply is a pro- 
gram of education to inform the public of the 
VALUE, SAFETY and ECONOMY of such an 
undertaking. Because the local dentists and physi- 
cians always are concerned regarding the health of 
the people, their approval and assistance in the 
development of the fluoridation project is both de- 
sirable and necessary to the success of the program. 
For professional and technical advice, the State 
Board of Health is able and willing to offer assist- 
ance. Where there are full-time health departments, 
the focal health officer is the key person in develop- 
ing the preventive program. In other communities, 
civic and service organizations, Parent Teacher 
Associations and other groups may sponsor the pro- 
gram in cooperation with dental, medical, engineer- 
ing and public health groups. 


Summary 


Of all the public health programs, the fluorida- 
tion of public water supplies is the only one which 
has had a natural experiment on some 3,000,000 
human beings. These 3,000,000 individuals have 
consumed for all of their lives water naturally con- 
taining fluorides in excess of 0.9 ppm and have 
suffered no known ill effects except mottled enamel 
in excessively high fluoride areas. 


A program such as the fluoridation of public 
water supplies with its proven potentiality for re- 
ducing the incidence of dental decay in the teeth of 
children during the period of tooth formation, can- 
not be denied. It is significant that the program has 
the endorsement of national organizations such as 
the American Dental Associatic’ the U. S. Public 


Health Service, the State and Territorial Dental 
Health Directors, the State and Territorial Health 
Officers, the Governing Council of the American 
Public Health Association, the American Water 
Works Association and the American Association of 
Public Health Dentists. The Kansas State Dental 


Association also has approved the program of fluori- 
dation of public water supplies. 


Fluoridation has proven to be an economical and 
efficient approach to the problem of the ever in- 
creasing prevalence of dental caries among children. 
Fluoridation of public drinking water is not and 
will not be a cure-all, it will not protect children’s 
teeth completely from decay, but it is a tremendous 
step forward in the dental profession’s fight against 
dental decay. A point to be remembered is that 
fluoride cannot safely be added to water by the 
homeowner. 


Fluoridation of public water supplies deficient in 
fluoride results in: 

1. Less tooth decay. 

2. Better and more attractive teeth. 

3. Reduction in illness which may be due to in- 
fection as a result of abscessed teeth. 

4. With fewer decayed teeth, the cost for filling 
teeth is reduced. 

5. With fewer teeth lost through extractions, 
the need for future replacements is reduced. 

Other points in program’s favor: 

1. The cost is negligible, only 5-15 cents per 
capita per year. 

2. There has been no observed objectionable ef- 
fect in persons drinking water containing the recom- 
mended controlled concentration of 1.0 ppm of 
fluoride. 

3. Fluorides in the public water supply have no 
deleterious effect on the products of industry. 

4. Fluorides in the .water produce neither taste 
nor odor. 

5. Fluoridation of public water supplies may be 
the answer to the shortage of dental manpower in 
years to come. 

It is the opinion of the author that within a few 
years the community without the recommended 
concentration of fluoride in its municipal water 
supply will be the exception. 
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Neurovascular Syndromes of the Shoulder Girdle” 


Prepared by F. Stanley Morest, M.D.** 


Kansas City, Missouri 


The first speaker, Dr. John Withrow, traced the 
chronological development of the neurovascular syn- 
dromes of the shoulder girdle beginning with the 
discovery of cervical rib over 200 years ago. Re- 
moval of a cervical rib was performed in 1861 and 
relieved the symptoms thereof. Cervical rib was 
found in 303 out of 540,413 patients at the Mayo 
Clinic, an incidence of 0.056 per cent. In 55 per 
cent of their patients with cervical rib found on 
routine roentgenograms of the chest, there were no 
symptoms. Surgical treatment was instituted in 
only 36 of the 303 patients with cervical rib. 


In 1927 Adson and Coffey pointed out that the 
scalenus anticus muscle could produce neurovascular 
symptoms which could be relieved by scalenotomy. 
Naffziger and Grant collected 51 cases of scalenus 
anticus syndrome in the literature up to 1938 with 
symptoms present but no cervical rib could be 
found on x-ray. 

In 1943 Falconer and Weddell described the cos- 
toclavicular syndrome found in World War II in 
soldiers who carried packs on their backs. In 1944 
Wartenberg described brachialgia statica paresthe- 
tica in which only the nerves are impinged upon 
and in which symptoms are independent of whether 
the arms are in hyperadduction or in hyperabduc- 
tion. 

It remained for Irving Wright in 1945 to make 
his valuable contribution of the hyperabduction syn- 
drome. This is the most common of the so-called 
neurovascular syndromes of the shoulder girdle; 
consequently, it is very important. Obviously, many 
of the patients diagnosed as scalenus anticus syn- 
drome in the past belong to Dr. Wright’s group. 

Morest in 1950 helped put forward the idea that 
the diagnosis, for want of a better term, could well 
be “neurovascular syndrome of the shoulder girdle” 
because in his opinion and experience so-called 
“mixed types,” i.e., patients in whom both syndromes 


*Abstract of symposium presented October 17, 1951, by mem- 
bers of the staff of Research Hosnital before the Greater Kansas 
City Heart Association at the University of Kansas School of Medi- 
cine. 


**Vascular Department, Research cine Department of Medicine, 
Kansas City General Hospital No. 1; and Department of Medicine 
(Vascular), University of Kansas School of Medicine. 


are present, are so frequent that it is not necessary 
to be so precise in diagnosis as to whether a 
scalenus anticus or hyperabduction syndrome is 
present. A more important concept is that a “neuro- 
vascular syndrome of the shoulder girdle” is respon- 
sible with one or both points of mechanical pres- 
sure active in the same patient. 


The next speaker, Dr. Robert Stewart, dealt with 
the anatomical consideration and mechanism of 
production of symptoms in neurovascular syndromes 
of the shoulder girdle as follows: There are four 
main types of anatomic derangement of the shoulder 
girdle which may be responsible for neurovascular 
syndromes involving the upper extremities; namely, 
the cervical rib, scalenus anticus, costoclavicular and 
hyperabduction syndromes. 


Cervical Rib: Extension of the transverse pro- 
cesses of the seventh, sixth or rarely the fifth cer- 
vical vertebrae. These may be fibrous or cartilagin- 
ous bands, in the absence of an actual rib structure 
with or without calcium deposition. 

Pressure by one of these structures on the sub- 
clavian artery and/or brachial plexus may produce 
paresthesias, coldness, impairment of circulation 
and even gangrene of the fingers. 


Scalenus Anticus Syndrome: Symptoms are due 
to compression of the subclavian artery by the 
scalenus anticus muscle against the lower and 
middle trunks of the brachial plexus between the 
clavicle and the thoracic rib. 

That this syndrome appears in increasing fre- 
quency in middle and late life may likely be due 
to relaxation of the muscles, concomitant with 
older age, that normally hold the clavicle away from 
the first rib. Concurrently, the scalenus anticus 
muscle may not relax and the pinching of the 


’ plexus results in further spasm of the scalenus, as 


some fibers from the plexus supply the scaleni and 
a vicious circle is set up. 

Costoclavicular Syndrome: Holding shoulders 
backward and downward with hyperextension of 
the neck causes pinching of the vessels and plexus 
between the anterior surface of the first rib and 
the posterior surface of the clavicle. This position 
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is forced when soldiers or others carry packs on 
their backs. 

Hyperabduction Syndrome: Two points of tor- 
sion when this position is assumed are: (1) The 
point at which the subclavian artery and vein and 
the main trunks of the brachial plexus pass posterior 
to the pectoralis minor just beneath the coracoid 
process of the scapula; (2) The point at which 
the artery, vein and plexus pass between the clavicle 
and first thoracic rib. Frequently there are found 
combinations of the aforementioned anatomic de- 
rangements in a given individual. 


Diagnosis (Dr. Morest) 


In about 80 per cent of individuals there is nor- 
mally diminished volume or complete blocking out 
of the radial pulse at the wrist with the arms held in 
hyperabduction; or with the head turned to the 
opposite side; or with the neck in hyperextension 
and shoulders backward and downwards. So, how 
then can a physician be sure of the diagnosis of 
one of the neurovascular syndromes of the shoulder 
girdle? 

The criteria advanced by Irving Wright for the 
diagnosis of the hyperabduction syndrome can also 
be applied in a fairly similar manner for the diag- 
nosis of other of these syndromes. First, one or 
more of the following symptoms must be present: 
paresthesias in the fingers and/or hands, swelling, 
pain, coldness, cyanosis or necrotizing lesions. Sec- 
ond, there must be a history of the arms being in a 
faulty position, at least part of the time while the 
patient is either at work, at play, or asleep. Third, 
on putting the arm into a faulty position, which is 
an aggravating position, the volume of the radial 
pulse at the wrist must become less. Fourth, for the 
diagnosis to be correct, there must be partial or 
nearly complete relief with the arm kept out of the 
faulty or aggravating position. Those individuals 
who qualify on the third point only in Wright’s 
diagnostic criteria are grouped in my classification 
as having “silent hyperabduction phenomena.” 

In examining a patient suspected of having one 
of the neurovascular syndromes of the shoulder 
girdle my experience is based largely on the 56 
cases as compiled in Table I. 


TABLE I—Neurovascular Syndromes of the 
Shoulder Girdle 


Private Practice and Consultation (1949-51)...... 8 
Peripheral Vascular Clinic (University of 

Kansas) (1949-51) 3 


Vascular Clinic (General Hospital No. 1) 


(1948-51) 2 


These patients were classified further as depicted 
in Table II. 


TABLE I]—Neurovascular Syndromes of the 
Shoulder Girdle—Research Clinic (1948-51) 


(B) Scalenus Anticus Syndrome ........................ 5 
(C) Hyperabduction Syndrome ....................-.---- 24 
(D) “Mixed Type” (B Plus C) 13 

~ Total Cases 43 


For a further analysis of those patients with 
hyperabduction syndromes only, refer to Table III. 
TABLE Syndromes 
Research Clinic (1948-51) 

Chronic Osteo-arthritis Cervical Spine Compli- 
cated by Hyperabduction Syndrome...............- 4 
Hyperabduction Syndromes (Uncomplicated )...... 9 
Hyperabduction Syndromes Complicated with 
Raynaud’s Phenomenon 3 
Hyperabduction Phenomena (“Silent”) 


Total Cases 20 

Before putting the patients through any of the 
specific diagnostic maneuvers designed to elicit 
obliteration of the pulse, it is mandatory that Allen’s 
test be performed routinely to check for any impair- 
ment in blood flow through the ulnar artery. 

It was during surgical dissections for removal of 
the cervical ribs in this syndrome that Adson* 
demonstrated how turning the patient's head to the 
opposite of the involved side caused compression of 
the subclavian vessels and nerves with loss of the 
radial pulse, so-called Adson maneuver. I prefer to 
examine these patients standing with arm extended 
downwards and raised successively towards the mid- 
line of the body, then employing Adson’s maneuver 
by asking the patient to extend the chin, draw in 
a deep breath, and turn the head as far as possible to 
the opposite of the side being tested while main- 
taining contact with the radial pulse. If either a 
cervical rib or the scalenus anticus syndrome is 
present, there will be diminishing to absent pulse 
volume. On occasion, this phenomenon occurs while 
the head is turned to the same, which is the in- 
volved, side. Another additional point to be sought 
is the degree of tenderness directly onto the scalenus 
anticus muscle. If the muscle be very spastic, ex- 
quisite tenderness can usually be elicited. 

Another diagnostic test which has therapeutic 


_ value for scalenus anticus syndrome is to inject 


three cc. of one per cent novocain into the body 
of this muscle. Relief of symptoms in 5 to 10 min- 
utes can be interpreted as evidence in favor of the 
diagnosis, providing a Horner’s syndrome is not 
obtained also. In that event, it will be necessary to 
repeat the test as anesthetization of the cervical 


*Personal communication, October 5, 1951. 
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sympathetic trunk may cause some relief on altera- 
tion of the vascular symptoms. 

In testing for the presence of the hyperabduction 
syndrome, the patient may need to be examined 
while supine, providing that the findings are not 
satisfactory in the sitting position. With the patient 
sitting erectly and rigidly, and instructed not to 
move or bend, the arm is raised through varying 
degrees of hyperabduction while maintaining con- 
tact with the radial artery. The hand is placed in 
external rotation, the forearm held at a right angle 
with the arm by flexion of the elbow, and the arm 
is hyperabducted until the pulse blocks out. The 
condition in mild cases permits hyperabduction un- 
til the arm makes an angle of 180 degrees with the 
body, at which point the forearm is overhead with 
the palm upwards and over the patient's opposite 
shoulder. Record the angle at which the pulse blocks 
out. 

The marginal position is about five degrees below 
the angle of complete blocking out of the pulse 
where only diminished pulse volume can be de- 
tected. It is when the arm is in this “marginal posi- 
tion” that the slightest movement causes the pulse 
to disappear or to re-appear. 

On numerous occasions, I have corroborated the 
clinical observation of Wright of rebound arterio- 
spasm during the performance of his test. This 
is elicited thusly: Having obtained blocking out 
of the pulse with the arm hyperabducted, main- 
tain this position for three to five minutes, then, 
on slowly lowering the arm observe carefully the 
angle formed with the trunk at which the pulse 
re-appears. In all cases, in my experience to date, 
this angle was 10 to 25 degrees lower than the 
angle noted at which the pulse became oblit- 
erated when first raising the arm up through hyper- 
abduction. In my own practice, I insist on this 
phenomenon being present in each case to complete 
the diagnostic picture because it proves that mechan- 
ical compression and/or torsion on the subclavian or 
axillary artery does takes place in the individual 
under examination while his or her arm is being 
held in the position of hyperabduction. 

Only in cases needing further data to substantiate 
or refute a diagnosis, is it necessary for the 
patient purposely to have his wrist tied loosely with 
the arm overhead toward the head of the bed in 
patients with hyperabduction syndrome; or, to the 
foot of the bed, in scalenus anticus syndrome, to note 
the time required before the patient requests to be 
released. Conducting such “faulty position tests” 
will frequently convince the physician as well as 
the patient of the correctness or incorrectness of a 
diagnosis, except that evaluation of the results is 
not so clear cut in the mixed types. 

By spending considerable time in carefully exam- 
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ining patients for these conditions, I frequently 
found cases where both scalenus anticus and hyper- 
abduction syndromes were present in the same pa- 
tient. This led me to view these two syndromes as 
merely types of an overall condition; ie. a neuro- 
vascular syndrome of the shoulder girdle. Hence, the 
patients with obliteration of pulse with arm in 
hyperabduction have a point of torsion existing 
where the vessels and nerves pass posterior to. the 
pectoralis minor just beneath the coracoid process; 
those whose pulse blocks out during Adson’s ma- 
neuver have a point of mechanical compression be- 
tween the clavicle and the first rib. Separation of 
these two types can be done in some but not all 
patients. 

Another point favoring this broad concept is that 
in some patients the radial pulse does not block out, 
even with the test conducted by very strict atten- 
tion to all the details described, and with the arm 
positioned at 180 degrees of hyperabduction, unless 
and until the head is turned to the opposite or to the 
same side! Such a case then, in my opinion, could 
just as properly be called scalenus anticus syndrome, 
instead of being carried as hyperabduction syndrome 
which Wright does. This finding accounts for the 
larger percentage of “mixed types” in my series of 
neurovascular syndromes of the shoulder girdle. As 
a result of Wright's discovery, the hyperabduction - 
syndrome is being recognized more frequently and 
the scalenus anticus syndrome diagnosed less often. 

In testing for the costo-clavicular syndrome, have 
the patient stand in the position of military atten- 
tion with chin extended upwards, shoulders back- 
ward and downward, arms at sides of trunk, main- 
taining contact with the radial pulse. Those whose 
pulses lose volume partially or completely and have 
symptoms and can meet the criteria advanced by 
Wright, will likely have the costo-clavicular syn- 
drome. 

It is not my custom to record oscillometric read- 
ings routinely in cases where the loss of pulse vol- 
ume is complete or the findings clear cut. However, 
on occasion where there is diminishing pulse volume 
only on employing these maneuvers, it has proved 
helpful to visualize graphically the marked differ- 
ence in oscillometric indices between an involved 
and an uninvolved extremity while being held in 
hyperabduction with the oscillometric cuff applied 
at the level of the wrist and starting at a pressure 
of 200 mm Hg. Similarly, by thermometric read- 
ings on the digits, lowered skin temperatures will 
appear after the faulty position is held for three 
minutes. Likewise, such a special study is made only 
on cases more difficult to diagnose. 

In a patient with paresthesias, independent of 
whether the arms are in hyperabduction or in hyper- 
adduction or any other postion, brachialgia statica 
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paresthetica of Wartenberg, also called nocturnal 
arm dysesthesia by the neurologists, must be thought 
of. Coolness of the skin is due to diminished blood 
flow to large nerve trunks of the brachial plexus. 


Differential Diagnosis (Vascular-—F. Stanley Morest, M.D.) 

-There may be several fancied but probably only 
three real vascular conditions with which neuro- 
vascular syndromes can be confounded. These, in 
order of their frequency, are Raynaud’s phenomenon, 
thromboangiitis obliterans and scleroderma. In Cir- 
culation for August, 1951, Wright calls attention 
to the frequent occurrence of Raynaud’s phenomenon 
with the hyperabduction syndrome. However, there 
was previous reference to the association of Ray- 
naud’s phenomenon with neurovascular syndromes 
of the shoulder girdle of the cervical rib and scal- 
enus anticus types by Craig in 1937. 

Wright reports the vascular complication of gan- 
grene in patients with hyperabduction syndrome. 
However, several references to gangrene of the 
fingers and hands are mentioned by Love in his 
chapter dealing with other neurovascular syndromes 
of the shoulder girdle of the cervical rib and scal- 
enus anticus types, in the textbook on peripheral 
vascular diseases by Allen, Barker and Hines, Jr. 
Likewise, one must not mistakenly call cyanosis 
which persists as a result of ischemia due to arterial 
compression, Raynaud’s phenomenon. 

The problem in some of these patients is to try to 
tell which came first, the hyperabduction syndrome 
or Raynaud’s phenomenon. Some of my patients had 
symptoms of Raynaud’s phenomenon years before 
complaining of symptoms referable to the hyper- 
abduction syndrome; in others the two sets of symp- 
toms began at approximately the same time; in still 
others, the history, if accurate, indicated complaints 
of the hyperabduction syndrome for months or years 
prior to the developing of Raynaud’s phenomenon. 
The same problem was encountered in my patients 
with arthritis who also had hyperabduction syn- 
dromes, active or “silent,” and in addition had Ray- 

naud’s phenomenon! 

Thromboangiitis obliterans, with its findings of 
occlusive disease of the digital, radial or ulnar 
arteries, and the absence of an active hyperabduction 
syndrome, was not too difficult to recognize. How- 
ever, in one patient at the Kansas City General 
Hospital No. 1, I found digital thromboangiitis and 
a mild scalenus anticus syndrome in addition. 

Patients with scleroderma will show evidence of 
tightening of the skin over the distal phalanges, 
face or neck, sclerodactylia; or evidence of pul- 
monary, esophageal or cardiac valvular involvement. 

Orthopedic Conditions (Harold V. Zuber, M.D.) 

Dr. Zuber presented slides and comparative charts 
of the following orthopedic disorders to be recog- 
nized in the differential diagnosis of neurovascular 
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syndromes of the shoulder girdle: ruptured and 
herniated intervertebral disc of the cervical spine; 
calcareous tendonitis near the shoulders; ruptures of 
the musculo-tendinous cuff in the region of the 
shoulder; so-called “frozen shoulder;” and bicipital 
tendinitis.* A detailed and thorough differential 
picture was presented comparing these orthopedic 
disorders of the shoulder and arm with neuro- 
vascular syndromes as to age; sex; symptoms; signs; 
gangrene; position aggravating syndrome or obliter- 
ating pulse or affecting surface temperatures of the 
fingers and hands; evidence of venous obstruction; 
venograms; x-rays; local anesthesia and therapy. 
Roentgenological Aspects (John W. Walker, M.D.) 

“The diagnosis of neurovascular syndrome of the 
shoulder girdle is never complete without radiolog- 
ical examination of the cervical spine and of the 
shoulder. There are many entities which are caused 
by intrinsic bone or joint disease of the shoulder, 
lesions of the cervical area, and the adjacent struc- 
tures that can simulate the syndrome, particularly 
in those cases in which the neural lesion is most 
prominent and the vascular lesion is equivocal.” 

Dr. Walker then showed roentgenograms of nar- 
rowed intercervical discs with narrowing causing 
pressure upon the nerve root as it exists from the 
cervical foramina. Demonstrated by myelographic 
studies were herniated discs which caused radicular 
pain into the shoulder, arm and fingers. Primary 
lesions of the shoulder joint include subachromial 
bursitis of the calcifying type, primary osteogenic 
sarcoma, metastatic malignancy, and bone cysts of 
the shoulder and benign lesions of the shoulder 
girdle. 

That the lesions are sometimes associated with 
neurovascular syndromes with elongated transverse 
process of the seventh vertebra and cervical rib, 
was also demonstrated by x-ray film. 


Arthritic Aspects (C. Stewart Gillmor, M.D.) 

In the differential diagnosis of the causes of 
painful shoulder, an outline of the following condi- 
tions occurring in order of their approximate fre- 
quency is presented: 

Subdeltoid or subcromial bursitis (associated most 
often with calcareous deposits, particularly in the 
supraspinatus tendon) —at least 80 per cent of all 
cases; myofibrositis, eight per cent; arthritis of the 
shoulder joint, five per cent; rupture of the supra- 
spinatus tendon (common following industrial acci- 
dents of the shoulder); and neuritis which is a very 
infrequent cause of pain in the shoulder. 

Other causes of painful shoulder are cervical rib and 
scalenus anticus syndrome, arthritis of the cervical 
spine, with narrowing of the intervertebral foramina 


e fi se in my series was a patient with scalenus anticus 
*The first ca: t h scal ticu 


syndrome who had been diagnosed as haying tuberculous tenosyno- 
vitis of the wrist. 
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(discogenetic disease), calcified cervical nodes, acro- 
mioclavicular separation, arthritis of the acromio- 
clavicular joint, peripheral vascular disorders, cardiac 
disease (particularly following coronary occlusion ) 
congenital deformities, apical pulmonary tumors, 
tuberculosis, syphilis (Charcot shoulder), bone 
tumors and metastatic carcinoma of bone (especially 
from carcinoma of the breast). 

It is important to remember that arthritis of the 
shoulder joint is not common. Only five per cent of 
painful shoulders are found to be involvement of 
the bony structures itself. 

Radiculitis of the cervical vertebrae and shoulder- 
hand syndrome, with its multiplicity of causes, 
should always be considered. 


Neurological Aspects (Donald T. Coburn, M.D.) 

The points which I will make in reference to 
pain in the upper extremity are as follows: I feel it 
necessary that anyone who has pain in the upper 
extremity, unless there is some obvious cause in 
the extremity itself, should have x-rays made of the 
cervical spine. Frequently we find changes in the 
spine of a destructive or arthritic nature or at times 
a congenital type lesion, so such films are practically 
a must. Many individuals who have had trauma to 
the neck, such as a snapping injury in an auto acci- 
dent 15, 20 or 25 years before, will show osteo- 
arthritic changes and narrowing of cervical disc 
space, which may account for the symptoms of 
which the patient complains. Also, there may be 
narrowing of the cervical disc space, which is part 
of the picture of a degenerating cervical disc with 
intermittent herniation laterally and intermittent 
root compression. As we know, many of these 
people have been thought to have had coronary 
disease of one type or another, and frequently they 
can obtain relief by decompression of the involved 
root. 

The scalenus anticus syndrome is a common one 
from the neurosurgical standpoint, and we feel that 
the one diagnostic point in the scalenus anticus 
syndrome is point tenderness over the scalenus 
muscle, just above its insertion, that is just above the 
clavicle. All other findings given in scalenus anti- 
cus syndrome are helpful if present, but if only the 
point tenderness is present, and the patient has 
some symptomatology of a tight scalenus muscle, 
we feel that it is justifiable for a myotomy. The diag- 
nostic procedure of injection of procaine into the 
scalenus muscle, as advocated by Mims Gage, is 
probably a satisfactory one but has not been em- 
ployed, due to the many structures which one ‘may 
penetrate in doing such an injection at that level. 

The intraspinal lesions such as tumors within and 
without the spinal cord and syringomyelia must 
also be considered from a neurosurgical standpoint 
of differential diagnosis of pain in the upper limb. 
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These, of course, are diagnosed primarily by neuro- 
logical findings, but also by the use of the myelo- 
gram. 

Treatment (F. Stanley Morest, M.D.) 

If the diagnosis is correct, the treatment will 
afford relief and, as indicated by Wright, will be 
often quite dramatic. As a matter of fact, partial 
or complete relief is usually forthcoming in 24 to 
36 hours in the majority of patients. This time 
interval in response to therapy could well be added 
as supplement to Wright's diagnostic criteria that 
keeping the arm out of faulty position brings relief. 

In analyzing the activities of a patient over a 24- 
hour period, any faulty position assumed during 
work, play or sleep, as the particular case illustrates, 
must be corrected. Frequently, as in mechanics 
working with arms overhead, it will be necessary 
for them to change jobs, or omit a portion of the 
work responsible for using the arm in a faulty 
position. Two hairdressers of short stature continued 
by standing on low platforms when working on tall 
customers. Ironing by hand had to be given up by 
two patients with the scalenus anticus syndrome. 
Correction in faulty arm posture will of course be 
individualized. 

It takes two or three weeks to train a patient 
with hyperabduction syndrome to sleep with arms 
down at sides, or with scalenus anticus syndrome 
to sleep with arms flexed at elbows and chest, or 
overhead. Patients with combined types in my 
series received the best relief by sleeping with arms 
over chest or abdomen. Loose bandages applied to 
wrists or pinning of gown or pajama sleeve to 
garment at level of the waist line will help. Other 
technics can be improvised by a thoughtful physician 
or patient. This constitutes the main part of the 
medical program. 

Supplemental measures are designed to increase 
the angle formed between the clavicle and first 
thoracic rib by exercises designed to strengthen the 
so-called “elevator muscles” of the shoulder girdle, 
like the trapezius and elevator scapulae. Again, 
Wright has outlined helpful exercises, such as shrug- 
ging of the shoulders forward and backward while 
holding a five pound weight in each hand. Reaching 
exercises are carried out by the patient hanging from 
a horizontal bar or by extending arm upwards over- 
head and placing a mark on a door or wall. The 
patient tries to exceed his mark by one-fourth inch 
daily. I warn these patients to begin with only 
three times for each exercise and to progress by 
one more time daily, thus avoiding induction of any 
muscle strain. Likewise, increasing gradually the 
amount of the weight held in each hand, it will be 
possible to go from 5 to 20 pounds in several weeks, 
if necessary. 

In my experience, these patients are apt to be 


an 
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guilty of faulty body posture as well, and this must 
be corrected. 

Some patients with pronounced arteriospasm or 
venospasm may require a stellate block by single or 
continuous method.* However, a gentle vasodilating 
agent administered orally or hypodermically will be 
satisfactory, as a rule. Pain and nervousness may 
need to be relieved. Any associated disease in- 
fluencing the neurovascular phenomena may need to 
be dealt with. I injected three cc. of one per cent 
novocain into the scalenus anticus muscle to bring 
considerable relief in two of my patients. If a 
Horner's syndrome is inadvertently obtained, it will 
be necessary to repeat the injection in order to 
evaluate fairly the effect of relief of spasm of the 
scalenus anticus muscle, because interruption of the 
sympathetics by relieving the vasospastic factors 
would afford some relief. 

With such a medical program faithfully carried 
out, results are uniformly excellent and fewer pa- 
tients will need to be submitted to such surgical 
measures as scalenotomy or to removal of part or 
all of the first rib in the hyperabduction or scalenus 
anticus syndromes. Naturally, a cervical rib or 
band producing symptoms will have to be dealt 
with surgically. 

Summary (F. Stanley Morest, M.D.) 

Credit has been given to Wright for clearing up 
much of the confusion which has existed in the 
diagnosis and treatment of neurovascular syndromes 
of the shoulder girdle. He has described the hyper- 
abduction syndrome which is the most common type 


_ “Continuous Stellate and Lumbar Blocks by a Safe Technic Dur- 
ing Anticoagulant Therapy, in process of publication. 


of all. Anatomical dissections carried out under his 
direction demonstrate sites which are mechanically 
responsible for points of compression and torsion 
of the nerves and blood vessels. 

Wright called attention to the long accustomed 
but erroneous method of testing for scalenus anticus 
syndrome by lifting up the arm overhead in partial 
hyperabduction. As a result of blocking out of the 
radial pulse, the diagnosis of scalenus anticus syn- 
drome has been made in error, and patients have 
been falsely labeled when as a matter of fact their 
true condition was that of the hyperabduction syn- 
drome. The clinical significance of the perpetuation 
of this erroneous interpretation has led to numerous 
scalenotomies unnecessarily. In my series, Miss H. 
S., who was not relieved by scalenotomy, obtained 
considerable improvement when the arm was kept 
out of hyperabduction, a position the patient un- 
wittingly had maintained in her sleep for years. 

In order to avoid mistaking the phenomenon of 
arterial obliteration, which occurs in about 80 per 
cent of individuals normally, for a neurovascular 
syndrome, Wright set up criteria for establishing 
diagnosis with more certainty. 

Methods of testing for the presence of the various 
neurovascular syndromes of the shoulder girdle 
were demonstrated. 

Differential diagnosis has been set forth clearly 
and in detail by the various speakers covering their 
specialties. 

Finally, principles of, medical management were 
explained which give such excellent results that the 
need for surgery has been reduced considerably. 


The 93rd annual meeting of the Kansas Medical 
Society will be held in Kansas City, Kansas, April 
27 through May 1, 1952. This is the first time in 
many years that members of the Wyandotte County 
Medical Society have been hosts at the annual 
session, and they have been working for several 
months to present a program that will make this 
meeting of exceptional value to the physician. 

In general the schedule of events will follow the 
pattern of former meetings, with only a few changes 
being made. The complete program will be pub- 
lished in the April issue of the Journal. The 
following summary will give an over-all picture of 
present plans for the event. 


Scientific. Program 


The scientific program will begin on Tuesday 
morning, April 29, in the Kansas City, Kansas, 


April 27-Mayt 


Memorial Auditorium. Outstanding guest speakers 
will present papers through the day on Tuesday and 
Wednesday and until noon on Thursday. The fol- 
lowing speakers are scheduled to take part: 


Maurice E. Davis, M.D., Associate Professor, Ob- 
stetrics and Gynecology, University of Chicago 
—Obstetrics and Gynecology. 

L. Kraeer Ferguson, M.D., Professor of Surgery, 
Graduate School of Medicine, University of 
Pennsylvania, Philadelphia—Surgery. 

Thomas Findley, M.D., Professor of Clinical Medi- 
cine, Tulane University, New Orleans—Medi- 
cine. 

George J. Garceau, M.D., Professor of Orthopedic 
Surgery, University of Indiana, Indianapolis— 
Orthopedics. 

Bayard T. Horton, M.D., Associate Professor of 
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Internal Medicine, Graduate School, University 
of Minnesota, Rochester—Medicine. 
Phillip J. Howard, M.D., Department of Pedi- 
atrics, Henry Ford Hospital, Detroit—Pediatrics. 
R. D. Pruitt, M.D., Assistant Professor of Medi- 
cine, University of Minnesota, Graduate School 
of Medicine, Mayo Foundation, Rochester— 
Medicine. 
Alfred Sugg, M.D., Ada, Oklahoma—tUrology. 
Owen H. Wangensteen, M.D., Professor of Sur- 
gery, University of Minnesota, Minneapolis— 
Surgery. 
Clinical Program at Medical Center 


A special feature of the Kansas City session will 
be a clinical program to be presented at the Uni- 
versity of Kansas Medical Center, 39th and Rain- 
bow, at 1:30 on Thursday afternoon, May 1, con- 
tinuing for two and one-half hours. 

The program will cover many of the newer 
phases of chronic rheumatic heart disease, with 
particular emphasis on the nature of the disease, 
its diagnosis, and treatment with the newer hor- 
mones and drugs and valvulotomy. Three or four 
patients will be presented initially with discussions 
of their clinical courses and the criteria of selection 
of those suitable and unsuitable for valvulotomy. 
Color television will then show the essential steps 
of this surgical procedure, including the measure- 
ment of intracardiac chamber pressures and simul- 
taneous electrocardiograms on the oscilloscope. A 
clinical discussion will follow, directed by cardio- 
vascular laboratory and pharmacology faculty mem- 
bers. The program will be concluded with a panel 
discussion by all participants, and visiting physicians 
will be given an opportunity to ask questions on 
chronic rheumatic heart disease. 

A tour of the medical center, with members of 
the staff serving as guides, will be conducted after 
the program. 

EENT Sessions 

A separate program for eye, ear, nose and throat 
specialists will be given in the Memorial Auditorium 
on Tuesday, April 29, and Wednesday, April 30. 
Guest speakers will present papers at all sessions. 

Scientific Exhibits 

Scientific exhibits will be featured at the Memorial 
Auditorium. It is planned that they will be adjacent 
to the general assembly so that physicians will have 
an opportunity to study them as they enter and leave 
scientific meetings. 

Round Table Luncheons 


General round table luncheons will be held in the 
ballroom of the Town House, Kansas City’s new 
hotel, on Tuesday, Wednesday and Thursday. The 
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guest speakers who appear on each day’s program 
will be present and will answer questions from the 
floor. 


Annual Banquet 


The annual banquet, which is always the Wed- 
nesday evening feature of the Kansas Medical So- 
ciety meeting, will be held in the ballroom of the 
Town House. A short program will follow the 
banquet, and the evening will be concluded with 
a dance. 


Sports Events 


Monday, April 28, will offer a program of special 
interest to sportsmen. A golf tournament and a 
skeet shoot will be held during the day, and a 
tournament banquet will be held that evening at a 
Kansas City country club. 


Affiliated Meetings 


A number of groups not officially a part of the 
Kansas Medical Society will also meet during the 
session. The Board of Directors of Kansas Physi- 
cians’ Service (Blue Shield) will meet on Sunday, 
April 27, at a time and place to be announced later. 


The Kansas Academy of General Practice will 
hold its annual meeting on Monday, April 28. The 
complete program will be announced to members 
of the Academy before the meeting. 


The annual convention of the Kansas Medical 
Assistants’ Society will be held at the Town House 
on Sunday, April 27, and Monday, April 28, with 
members of the Wyandotte County group as host- 
esses. 


The Woman’s Auxiliary to the Kansas Medical 
Society will begin its annual meeting with registra- 
tion on Monday, April 28, and will have a full 
schedule of events on Tuesday and Wednesday. 
Details of that program will also be published later. 


Hotel Accommodations 


Ample hotel accommodations are available this 
year, and lack of space will not prevent any who 
wish to attend from doing so. Although the Town 
House cannot supply rooms for all, major hotels in 
Kansas City, Missouri, will reserve accommodations 
for physicians during the time of the meeting. 
Among the hotels at which reservations will be 
made are the Continental, the Phillips and the 
President. 


A room reservation blank was recently mailed 
to all members of the Kansas Medical Society. 
Physicians are urged to fill in the blank immediately 
and mail it to the Kansas City Chamber of Com- 
merce, Town House, Kansas City, Kansas. 
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PRESIDENT’S PAGE 


Dear Doctor: 

We are today faced with three dynamic factors of influence. One is apathy among our 
own profession regarding the problems that we are currently faced with and will be in 
the immediate future. Second is inflation, and third is the socialization of our profession. 
If these forces are to be met and contained, there must arise from each of us a prompt 
realization that the obligation is ours alone. They are not of the variety that can be readily 
placed upon the backs of someone else. 

Power is the expenditure of energy. The energy may be influence, it may be money, it 
may be electrical, mechanical or even atomic. Furthermore, it can also be a combination 
of any of the above. I feel that we shall in the near future need to exercise energetically 
our power of influence supported by substantial financial contribution in the selections 
of our choice, the men in whom we can have confidence and the men who we feel possess 
the courage to defend the conviction shared jointly by both—the Voter and the Legis- 
lator. 

Inflation is being accentuated presently by some 25,000,000 people regularly getting 
checks from our government, notwithstanding the fact that each family now owes as 
their part of the national debt, approximately $7,000. It is now costing nearly two times 
the total of all federal taxes collected in any one year before 1940 to simply pay the 
civilian workers to staff the federal bureaucracy, which amounts to some eight billion 
dollars annually. 

We have today the best medical care in the world, yet we are being constantly needled 
and the public is being misinformed about the methods and the results of compulsory 
health insurance; is it not now time for each of us to become realistic enough to appre- 
ciate the hard facts of politics? The facts are, if you want something you must be willing 
to pay for it. Do we as members of a profession in Kansas, and as citizens of the state of 
Kansas, want to pay the price necessary to insure the progress of medical care and the 
maintenance of free enterprise? 

I am very happy indeed to report to you that the Inter-professional Advisory Council 
is working. The sincerity of approach, the magnificent expenditure of time and effort, 
together with whole hearted unselfish cooperation from all bodies and institutions af- 
fected is demonstrated by mutual agreement between the Social Welfare Board of the 
State, the Legislative Council, the Kansas Pharmaceutical Association, the Kansas Hos- 
pital Association and the Kansas Medical Society to make a state-wide survey of the costs 
of health care given the unfortunate of our state. Further demonstration is the agreement 
to adjust any inequities, if they exist, basing adjustments upon joint findings. The opinion 
is shared by all, that the citizens of Kansas are entitled to know why and where this part 
of their tax money is being spent. 

In conclusion I would like to quote the Central Dads’ Club of Dallas, Texas, in at- 
tempting to emphasize the above message. Quote. . . in part: 

“Probably at no time in the history of the United States has it been so important for 
the American to understand the fundamental principles underlying the development of 
his Government. In a Democracy, as the United States, we have come into possession of 
many privileges as expressed in our great documents, such as the Bill of Rights. EACH 
PRIVILEGE CARRIES A RESPONSIBILITY. Democracy, Civics, or Citizenship can- 
not be treated as an isolated subject to be studied and then put aside. It must be a con- 
tinuous process. It must be incorporated in all phases of our daily lives, in the home, 
school, church, business, recreation and GOVERNMENT.” 
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EDITORIAL COMMENT 


Socialism by the Inch 


The present Congress has shown very little interest 
in socialized medicine. The administration spon- 
sored bill was given a cool reception, and on two 
occasions Congress blocked the President's attempt 
to give his Federal Security Administrator cabinet 
rank. 

Viewed from the position of thos¢ who would 
preserve free enterprise this represents a victory, 
but the advantage is attended with problems. Two 
big ones come to mind immediately. The apparent 
victor is inclined to relax his efforts while the loser 
will probably increase his and in a new direction. 


Both of these factors appear to be in operation at 


present. Only a small imaginative effort can mag- 
nify the new problem to frightening proportions— 
maybe something like this. 

Create a situation with the dominant political 
party failing to realize one of its platform objectives 
on the grounds that the public would not accept it, 
and this party has two courses to follow. It may 
admit its error or attempt to prove the justice of 
its position. 

Should the latter be the charted course, it is only 
natural that increased effort will be expended toward 
showing that the private practice of medicine cannot 
succeed. A dominant political party ALMOST has 
the power to do this. Here is where imagination 
enters the discussion. 

For one thing private enterprise may be taxed 
out of operation. Secondly, it may be regulated into 
impotency. Third, it may be criticized into martyr- 
dom and finally, when those have been completed, 
the very forces that brought on destruction will 
step forward offering salvation—their kind of sal- 
vation. 

In other words, how could socialized medicine 
arrive easier than to render private practice unten- 
able? Proponents who wrecked this system may 
then step forward with a story of how they gave 
free enterprise every oppotunity and in the face of 
obvious failure advance the program that works! 

Such processes are not now in operation? What 
of federal anti-trust suifs ¢hallenging Blue Shield 
in Oregon, the A.M.A. generally, ophthalmologists 
all over the country? What of the increasing con- 
scription of physicians for military duty and the 
wailing over doctor shortages? What of tax pro- 
grams that virtually prohibit bequests to hospitals 
and the resultant increased cost of hospital care? 
What of expanding medical programs for veterans 
and service men’s families? What of social security 
generally, the enlarging aged population and added 
benefits for those persons? What of plans to in- 


crease the training period for nurses until this serv- 
ice is regulated out of existence except under 
government operation? What of hospitals built 
under Hill-Burton aid that are forced to close under 
private operation but will be reopened by the Federal 
Security Administration? What of a hundred and 
one other problems that might be cited? 

Today the public wants medical care under the 
free enterprise system but not at any cost. It wants 
medical care more than it wants free enterprise. 
There can come a time when free enterprise is so 
awkward that it crumples under oppression. If 
such outcome is to be avoided, the only solution 
is to give free enterprise air to breathe. 

This is imaginative. Perhaps these are words that 
are not understood. Maybe there is nothing to all 
this talk. Maybe we are wrong, but look—If I find a 
stray dog and hold his head under water he will 
shortly be unconscious. With artificial resuscitation 
I can cause him to breathe again. Then he is mine. 
He certainly was of no use to anyone as he was and 
I saved his life, didn’t I? 


The Rule of Kings 


Mr. Hobart C. Brady, former president of the 
American Realtors Association, was the guest 
speaker at the Annual Conference of County Society 
Officers held at Wichita on Sunday, January 27, 
1952. Mr. Brady is a much respected citizen and a 
public speaker in wide demand. His sound philos- 
ophy, his clear, uncompromising analysis of democ- 
racy is a message that will be long remembered by 
all who heard him. 

Mr. Brady’s speech on this occasion made ingen- 
ious use of a Bible passage, a story contained in 
I Samuel 8, verses 1-18. By way of background, he 
submitted the principle that excessive federal con- 
trol always destroys individual initiative, whether 
under socialism, dictatorship, monarchy or a fair 
deal. Controls of this type are seldom stolen from 
the people; they are given away. When a population 
loses interest in self government it requests some- 
one to make the decisions. Alterations in govern- 
ment may be abrupt or gradual, but the story is 
always the same. 

A problem becomes troublesome and instead of 
cooperating for a solution the people turn it over 
to government. Immediately they have lost this 
much freedom, and as such practices continue the 
people become weaker and more dependent upon 
officials to do their thinking and their directing for 
them. It presents a vicious circle that leads blindly 
around the same path, and as such government 
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progresses it becomes increasingly difficult if not 
impossible to reverse the condition. 

This isn’t new. It is the history of virtually every 
nation on earth with the exception of a few in- 
stances where revolution or invasion overthrew 
existing governments. It was true in biblical times 
which the passage quoted above illustrates in dra- 
matic fashion. 

The Jews after being liberated from bondage, 
after being fed 40 years in the wilderness and 
finally given the promised land, had grown soft. 
Some of their officials were taking bribes and dis- 
torting justice. The people complained, but instead 
of solving their problems they looked for an easy 
way out. They asked Samuel to give them a king! 

Samuel objected but spoke with the Lord about 
it. This conversation offers a startling analogy to 
today’s situation. The Lord said to Samuel—let them 
have a king if they want one, but tell them what 
will happen if they do. From there the Lord recites 
what a king will take from the nation. 

He will conscript an army and he will build 
defense plants. He will select the best men and 
women of the nation to serve him. He will increase 
their taxes and tell them what they shall do. 

Read that passage for an account of the process 
of government by direction. That is from history 
of long ago, but the sequence of events remains 
unchanged to this day. 


Indigent Health Care Survey 

During the past six months the Kansas Medical 
Society has been conducting a survey on indigent 
health care costs. This project was undertaken be- 
cause of criticism directed at the medical profession 
for increased expenditures. The Society determined 
to learn the truth. 

After six months of study, with some 30 county 
societies cooperating to supply financial data, with 
the State Board of Social Welfare aiding in many 
respects, with much help from the Kansas Hospital 
Association and the Kansas Pharmaceutical Associa- 
tion, all parties agreed that no one knew a great 
deal about this problem even after the survey. 

In spite of the best efforts of everyone concerned, 
it seems certain that no one has complete figures and 
that statistics available at this time are unreliable. 
Insurance type programs operating in some 22 coun- 
ties present accurate records of their activities, but 
in these areas much additional health care was 
provided outside the insurance set-up. No one 
knows how much that was. In fee-for-service pro- 
grams it was not possible to obtain figures on ex- 
penditure for services rendered outside the county. 
And so on. 

This is not to imply that the survey was of no 
value. It,actually was of considerable aid in three 
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areas. It provided a better knowledge of the in- 
digent care program than was available before; it 
illustrated wide variations in cost, in service and 
in usage rates in the different counties; and it dra- 
matically pointed toward the need of a more com- 
plete study. 

Until the Society survey, it was known only that 
some counties at relatively low cost were reason- 
ably content with their programs while others at 
high cost were dissatisfied. The complete cause 
is still not altogether clear, but some factors are 
better understood today than before. There is, for 
example, a wide range in hospital costs among dif- 
ferent counties as well as in hospital usage rates. 
Total medical usage is another variable that affects 
the program. : 

Dividing total services performed per month into 
the total persons eligible, the rates jumped from 30 
per cent, the lowest, to 250 per cent in the highest 
counties. Other imponderables include the fact that 
among the highest cost programs physicians often 
receive the least for their services. 

According to the Board of Social Welfare, the 
highest rate of payment for insurance programs 
is currently six dollars a month per unit. At the 
outset it is known this cannot pay usual costs for 
complete medical, hospital and drug care for any 
population group and especially for the indigent 
who understandingly will experience an abnormally 
high usage rate. Therefore, at any figure even near 
the present, considerable reduction in charges will 
have to be made. 

Hospital administrators and pharmacists have met 
repeatedly with your president and are offering 
real and heartening cooperation in setting up for- 
mulas to jointly absorb these deficits. However, this 
cannot be reduced to the practical elements of 
figures until the true cost picture is known. 

On Friday, January 25, 1952, representatives of 
these groups met with the Board of Social Welfare 
at Topeka and obtained the promise that a complete 
and total study would be made of indigent health 
care costs. Blue Cross-Blue Shield statisticians will 
aid not only in obtaining the data but will balance 
the results against their own experience figures. 
The Board of Social Welfare will actively participate 
in obtaining accurate information in all necessary 
counties. The Research Department of the Legis- 
lative Council will cooperate in contrasting Kansas 
experience with that of other states and preparing 
legislation should that appear necessary. 

The three major health service agencies involved, 
the Kansas Hospital Association, the Kansas Medical 
Society and the Kansas Pharmaceutical Association, 
will participate in an advisory capacity. It appears 
at this time that these groups will determine what 
information is needed and will. aid in obtaining 
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whatever might be necessary from the profession 
involved. 

Just what will be required is not known at the 
present time. The basic figures will establish how 
much is currently being spent and what for. An 
analysis of this information should present clues for 
future action. It is not expected that the physician 
should receive full fees for indigent work, but cer- 
tainly the average for all services should exceed 
$1.92 per service rendered, including obstetrics and 
surgery, as is the case in one county. 

Anyway, a beginning has been made and even 
though the final results remain a considerable dis- 
tance away, they now show promise -of fulfillment. 
In the end all parties concerned will have accurate 
figures to use in the computation of their experi- 
ence, and with that available certainly some adjust- 
ment can be made to establish a service that will 
be more satisfactory than the current situation. 


Are Defense Bonds a Good Investment? 


The current controversy over the advisability of 
purchasing and holding United States Savings Bonds 
has many facets and many participants, and is reach- 
ing a crisis this year when many bonds held by 
World War II purchasers mature. The street corner 
economist is as voluble on this subject as a football 
enthusiast who regularly expounds as a Monday 
morning quarterback. To some extent all of us 
are influenced in our thinking by the articles we 
read and the arguments we hear. 

The Journal recently received a pamphlet con- 
taining an address given by Sylvia Porter, financial 
editor of the New York Post. To the question, 
“Are defense bonds a good investment?” she an- 
swered an emphatic “Yes.” She defends her answer 
by outlining the four most common arguments of 
those who oppose her point of view and refuting 
each charge. 

Argument No. 1: That the dollar between 1941 
and 1951 lost so much of its value that if you put 
money in a bond, you have taken a licking. “This is 
true,” she says. “The dollar’s buying value did start 
declining at the beginning of the Second World 
War and it hasn’t stabilized yet. But the fact of the 


matter is that we have fought and won a global war. - 


The fact of the matter is we have suffered, with 
every other country, a post-war inflation ... We 
can stop this spiral only if we get together on a 
tough, real, honest anti-inflation program, and a 
basic part of that program must be the sale of 
United States Savings Bonds, the stimulation of 
thrift, a sound distribution of the debt . .. And as 
for those of us who have lost buying power through 
our ownership of bonds, let us never forget that, 
among other things, we bought the freedom to be 
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able to get together here and talk the way I am 
talking.” 

Argument No. 2: If I had bought stocks, look 
how much ahead of the game I would be now. “Yes, 


’ true,” says Miss Porter, “if I had bought General 


Motors in 1941 and if I had had sense enough to 
hold it until 1951, and if I had sense enough not 
to get out when it went down below my purchase 
price and not to cash in when I had a five-point 
profit, I would be way ahead of the game . . . This 
argument takes for granted that the average citizen 
is so bright he'll do all the right things and do them 
all at the right time. And what nonsense to suggest 
that 152,000,000 of us will be bright enough to 
buy at the right time and to sell to each other at 
the right time so that we all can make money. 
How ridiculous! Somebody bought the stocks from 
the people who sold them in ’29 . . . Nobody ever 
jumped out of a window because he owned a 
United States Savings Bond.” 

Argument No. 3: By boycotting savings bonds, 
we can force a retreat by a spend-thrift government, 
show the wasters of our tax funds how we feel. “This 
is only biting off our collective nose to spite our 
collective face . .. We intensify the evil, however, 
do precisely the wrong thing when we attack the 
soundest form of government financing—sale of 
savings bonds.” 

The final argument: Put the cash somewhere else, 
into goods and pleasure. “The $50 which is spent 
on some luxury or some semi-necessity disappears 
into someone else’s pocket and while you may have 
a wonderful time on a particular evening, you 
get up the next day with a hangover or you find 
the next week that you have put on five pounds. 
These are facts . . . But the money you put into 
savings bonds is saved. 

“My message to you is ‘Face up to the attacks and 
the facts,” Miss Porter said in conclusion. “Fight 
for this program, fully convinced in your mind, as 
well as in your heart, that it is a good one and a 
worth-while one. Be ready to meet and, by logic 
and conviction, to defeat those who would dance 
their mournful little jig on the ruins of the Amer- 
ican economy.” 


Army-wide venereal disease incidence in 1950 
showed a considerable decline over the previous 
year, according to a release from the Office of the 
Surgeon General. For troops in the United States, 
venereal disease incidence in 1950 was the lowest 
recorded since the Army first began collecting med- 
ical statistics in 1819. The average daily percentage 
of Army personnel unavailable for duty because of 
venereal disease declined from .15 of one per cent 
in 1947 to .01 of one per cent in 1950. 
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interim Session of the A.M.A. 


Nearly 9,000 people attended this very interest- 
ing and stimulating session. The weather was most 
unusual due to the fact that there were two rain- 
storms and no smog. No rain had fallen for months, 
but since then California has resembled Kansas last 
July. 

I was most favorably impressed by the Public 
Relations Conference which was held two days 
prior to.the beginning of the actual House of Dele- 
gates meeting. It seemed so outstanding to me that 
a brief report of a part of its program seems 
apropos. In the first place, the keynote address deliv- 
ered by President-elect Bauer was entitled, “Work- 
ing Together in 1952,” and one of the significant 
statements made not only by him, but also by 
President John W. Cline was, “In every country on 
the face of the earth where there has not been a 
strong medical organization, the government has 
taken over the care of the sick.” 

Another highlight to me was the address given by 
Dr. Ernest Dichter, a Ph.D. who is the psychological 
consultant in public relations for the American 
Medical Association. This was a masterpiece be- 
cause he pointed up so clearly the psychological 
conflict between idealism and realism in the patient- 
physician relationship. The idealism consists of 
love, respect, consideration and an understanding 
partnership between an individual patient and his 
physician on the one hand and the hard boiled real- 
ism of money, consisting of the fee for service, on 
the other. He believes that what is needed most is 
a frank discussion of both by individuals involved. 
He gave evidence to prove that lowering of fees 
is not necessarily the answer. He criticized us, 
justly I thought, for our failure as individuals to 
assume our responsibilities as citizens. We thus fail 
to keep abreast of the cultural changes of our day. 
We need to work together more in this realm. 

Another highlight in this Public Relations agenda, 
presented by Dr. Cyrus W. Anderson of Denver, is 
a “Code of Cooperation.” This is a code which has 
been accepted between local medical societies and 
the press and radio. He emphasized that medical 
news is important to these media of communica- 
tion and that in most areas they are anxious to do 
a creditable presentation. This code has resulted in 
much better understanding and therefore better- 
ment in public relations. Copies are available and 
have been judged to be a very fine step forward in 
the proper handling of medical news. 

A third point which seemed apropos to me was 
the experience of the Michigan State Medical So- 
ciety in public relations. It seems that their efforts 
stand out as being superior to any other state in the 
union and I was, therefore, interested in their tech- 
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nique. They began with what they termed a 
“Formula for Freedom” and divided this into three 
phases entitled 1. “Know Yourself.” 2. “Know How 
To Live.” 3. “Know Your Government.” With this 
as a basis, the state society assigned a state lay group 
to each one of its own standing committees and re- 
quested that this medical committee work its way 
into the councils of the lay organization on a state 
level. They have done this so perfectly that there 
are no less than 80 other state organizations in 
Michigan having medical men in their councils. It 
seemed to me that this was a feasible plan for the 
state of Kansas, since it would so automatically 
widen the scope of ethical medical participation in 
citizenship and at the same time divide the responsi- 
bility among more of our members. This is par- 
ticularly true this year and next, with our president 
and our Council presently concerned with the very 
important political and public relations problems. 
Mr. Ebel, our efficient executive secretary, can fur- 
nish further details if and when they are needed. 


House of Delegates 


The House of Delegates meeting itself was again 
a potent demonstration of the democracy of the 
American Medical Association. There were in at- 
tendance some 200 delegates from all over the 
United States and any one of them or any state 
organization was privileged to present a resolution 
if it so desired. There were the usual number, many 
of which were duplications of the same ideas. These 
resolutions were all assigned to one of the various 
standing committees, and it is the privilege of any 
state or delegate to appear before those standing 
committees on the following day to amplify or ex- 
plain any portion of the resolution. The standing 
committee then returns to the House of Delegates 
with a consummate resolution which is either passed 
or rejected by the entire House of Delegates. 

There were some reiterations and bringing up to 
date of the things about which we had previously 
heard. First, the presentation of interesting facts. 
For instance, there are now 77,000,000 Americans 
covered by some sort of pre-pay hospital or medical 
plan. The Blue Cross has enrolled some 40,000,000 
people and Blue Shield 22,000,000 in the United 
States. Second, the American Medical Association 
has a budget of some $9,000,000, most of which 
goes for the work of the councils and committees 
to improve the science of medicine. Third, the pre- 
sentation of another half-million dollars to the Na- 
tional Medical Educational Foundation was com- 
pleted. It is to be hoped that more and more doc- 
tors throughout the United States and particularly 
the state of Kansas will include this most worthy 
cause in their donation schedules. Fourth, encour- 
agement in the plan of having local medical society 
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grievance committees and to publicize their exist- 
ence. It has been proved over and over again that 
these committees are not only worthwhile, but have 
actually improved the standing of the physicians 
wherever they have been inaugurated. Fifth, at the 
county medical society level, development of 24- 
hour emergency service on a rotation basis. Where 
this has been done, improved public relations exist. 

-A resolution concerning the Veterans Adminis- 
tration care of non-service connected disabilities, 
which your delegates thought was an excellent one 
and should be adopted, was side-tracked by the 
formation of a special committee to study the prob- 
lem. It may well be that this was a wise move from 
a political point of view; however, it seems very 
certain to many delegates that the Veterans Ad- 
‘ministration is encroaching on the private practice 
of medicine and moving in Socialism through a side 
door and that the American Medical Association 
should meet this problem head on and take a def- 
inite stand against the present Socialistic trend 
which is so evident in that field. 


Even a brief report of this very excellent meeting 
would not be complete without a word concerning 
two very outstanding events, one in the realm of 
public relations and the other in the realm of scien- 
tific medicine. The former was a public meeting in 
the spacious Shrine Auditorium which held 7,000 
people and consisted of a forum discussion of pres- 
ent day political subjects by Ohio’s Senator Taft and 
Virginia’s Senator Byrd. There was a capacity audi- 
ence, the speeches were telecast and broadcast and 
both were received with tumultuous applause. These 
gentlemen were presented by Dr. John W. Cline, 
who stressed the non-partisan character of that par- 
ticular meeting as well as the non-partisan char- 
acter of the American Medical Association. The 
delegates were given reserved seats and were taken 
from the hotel to the auditorium, a distance of some 
three miles, in chartered buses so that all was made 
easy for us. After this, a buffet dinner and recep- 
tion for both of the senators was held and it was 
our pleasure to meet and talk with these as well as 
many other political notables. 

At the Hawaiian banquet given the delegates by 
the Los Angeles Medical-Saciety, the well-known 
actor and toastmaster, Leo Carillo, was to have pre- 
sided. It was announced that his absence was be- 
cause Governor Warren had asked him not to ap- 
pear before a group of American doctors. As you 
all know, Governor Warren advocates socialized 
medicine and American medicine openly opposes 
Governor Warren for that reason. 

The history making scientific accomplishment of 
this meeting was a color-televised operation for 
coarctation of the aorta which was received by us 
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some miles away from Los Angeles General Hos- 
pital and was also received in Chicago and in New 
York City. It was the first time in the history of 
the world that such a nation wide hook-up had been 
accomplished and it was tremendously interesting, 
not only to watch the actual surgery, but to hear a 
consultation between the surgeon doing the opera- 
tion with a cardiac surgeon sitting before the tele- 
vision set in New York City. They freely discussed 
the technique as the surgery was progressing, one 
on the Atlantic seaboard and the other on the Pa- 
cific coast. Another notable occurrence which caused 
a feeling of pride in your delegates was the an- 
nouncement on the part of the moderator for the 
Smith, Kline and French Laboratories which put on 
the program, who said in his introductory remarks, 
“The University of Kansas Medical School is today 
the first and only medical school in the world hav- 
ing color television for teaching purposes.” 

It was indeed a great pleasure for your delegates 
to have one of our alternates attend. Dr. George 
Gsell of Wichita was present at this meeting and 
was indeed helpful in giving us his ideas which 
aided materially in reflecting the sentiments of Kan- 
sas doctors. Your delegates feel a high responsi- 
bility in that attempt and invite your comments and 
suggestions. The next meeting will be the annual 
meeting of the American Medical Association which 
will be held in Chicago next June and it is to be 
hoped that Kansas will send to that meeting a large 
number of doctors who, I am sure, will find the en- 
tire program beneficial in every way. 

L. S. NELSON, SR., M.D. 
Delegate to the A.M.A. 


Drug Offered for Research 


A rare drug, so costly that it can only be given 
away, not sold, was offered to science recently by 
the research division of Armour and Company, Chi- 
cago, in the hope that someone will find out what 
it does and whether it has any drug value. The new 
material, a co-enzyme known in laboratory short- 
hand as TPN, was one of a number of rare biochem- 
icals described in a scientific exhibit shown to the 
American Association for the Advancement of Sci- 
ence. It contains nicotinic acid and may be the 
active form of the vitamin in the body. 

TPN is extracted from liver by a complex process 
which yields only a few milligrams from a hundred 
pounds of raw material. Estimates are that it would 
cost about $800 a gram, or $363,000 a pound, if 
there were a pound. 

Scientists who have hopeful ideas about the sub- 
stance may secure it from Armour and Company, 
while the supply lasts, in quantities of 50 to 100 
micrograms. 


Edited by Glen R. Shepherd, M.D., and Mahlon 
H. Delp, M.D., from recordings of the conference 
participated in by the departments of medicine, ob- 
stetrics and gynecology, pathology, surgery, and 
radiology, and the junior and senior classes of med- 
ical students. 

Case Presentation 

B. S., a 34-year-old negro female, gravida 6?, 
Para V, was admitted to the University of Kansas 
Medical Center on September 1, 1951, and expired 
September 9, 1951. 

The patient had been well until May, 1951, at 
which time she had had three episodes of profuse 
uterine bleeding within 30 days. Her last men- 
strual period was in June, 1951, when she developed 
pains in the lower abdomen and became consti- 
pated for more than one week without results 
from laxatives or enemas. A doctor diagnosed 
pregnancy. The pain continued. 

Another physician confirmed her pregnancy and 
added a diagnosis of “inflammation of the bowel.” 
She improved with therapy but pain continued. 
Bowel movements became regular and remained so 
until the day before admission. She noted weakness, 
exhaustion, a white odorless vaginal discharge and 
swelling with pain in the right leg for three months 
before admission. Four weeks before admission her 
abdomen enlarged considerably followed by “gas 
pains.” This was followed by increased respiration, 
rather severe low back pain, urinary frequency with 
occasional dysuria, chills and fever. Nausea and 
vomiting occurred intermittently. The evening be- 
fore admission she passed about one pint of dark 
blood from the rectum. She was in bed for one 
month prior to admission. 

On physical examination her temperature was 
99° F., pulse 140, respiration 32, and blood pres- 
sure 84/50. Inspection revealed a very acutely ill, 
dehydrated, colored female with cold clammy skin, 
who was more comfortable sitting up. Chest was 
clear. The heart was not enlarged nor were mur- 
murs noted. The abdomen was distended, fairly 
soft, with generalized tenderness most severe in the 
lower abdomen. The liver, palpated three fingers 
below the costal margin, was tender with a sharp 
edge. A cystic, tense, tender mass was felt rising 
from the pelvis and extending toward the right. 
Bowel sounds indicated intestinal hyperactivity. 
Pelvic examination revealed a brownish white 
membrane of the vaginal walls. A pale soft very 
patulous cervix was pushed down and anteriorly 
by a pelvic tumor in the midline. This tumor was 
roughly globular, smooth with a cystic upper pole, 
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had some nodularity and was partially mobile. The 
cul-de-sac bulged downward from a firm irregular 
nodular mass six-eight cm. in diameter which 
seemed to be attached to the above mass and the 
cervix. The rectum ballooned with the cul-de-sac 
mass. Its anterior wall was nodular with a cauli- 
flower-like sensation but was not friable. There 
was one plus pitting edema of both legs, especially 
the right leg. 

Laboratory findings were as follows: Urine on 
September 1 showed a specific gravity of 1.010 
with two plus albumin and a faint trace of sugar, 
four-six red blood cells and occasional pus cells per , 
high power field. Complete blood count showed* 
3,180,000 red blood cells, 38 per cent hemoglobin, 
43,200 white blood cells, 60 polys of which 54 were 
filamented and six non-filamented, 23 lymphocytes, 
nine monocytes, six metamyelocytes and two myel- 
ocytes with marked toxic granulation polys, and 
atypical lymphocytes. NPN was 58 mgm. per cent, 
COz was 6.5 meq., checked 7.2 meq., blood chloride 
77 meq., blood sugar 69 mgm. per cent. Wasser- 
mann and Kahn were four plus. Blood culture 
showed paracolon bacilli. Stool culture showed the 
same. Sedimentation rate was 30 mm. in 20 min- 
utes, not corrected. On September 3, 1951, the 
icteric index was 13.5. Sigmoidoscopy revealed the 
mucosa to be edematous with dark blood in the 
rectum. 

In the hospital, the patient’s laboratory results 
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suggested improvement following nasal oxygen, 
antibiotics, intravenous fluids and transfusions. The 
NPN fell to 40.5 mgm. per cent, the COz rose to 
18.5 meq., red blood count became 3,030,000, white 
blood count 30,000, hemoglobin 46 per cent, polys 
86 with 83 filamented and three non-filamented, 10 
lymphocytes, and four monocytes on September 2, 
1951. 

An exploratory laparotomy and colostomy were 
done on September 4, 1951. Profound shock de- 
veloped during surgery but the patient responded to 
transfusion. Following surgery her condition re- 
mained poor with rapid pulse, variation of blood 
pressure from 80/70 to 120/70 and temperatures 
of 101° F. to 104° F. Respiration was rapid. On 
September 8, 1951, she became apprehensive. A 
marked fall in blood pressure occurred. Coma fol- 
lowed. The urinary output decreased. The NPN 
rose to 75 mgm. per cent. Blood pressure could not 
be obtained. The temperature rose rapidly to 106.4° 
F. and respiration was 44 immediately before death 
on September 9, 1951, at 7:45 a.m. 

Dr. Mahlon H. Delp (Chairman): Are there 
any questions of Dr. Schrepfer? 

Question: Was a Friedman or Aschheim-Zon- 
dek done? 

Dr. Rosemary Schrepfer (Obstetrics and Gyn- 
ecology resident): No. 

Question: When was the last pregnancy? 

Dr. Schrepfer: She had a normal pregnancy in 
January of 1951. 

Dr. Delp: We have x-rays. 

Dr. Galen M. Tice (Radiology): I will show 
these films as the picture developed in the x-ray 
department. 

The most impressive finding was this circum- 
scribed shadow in the mid pelvis. Complete opacity 
below this structure in the pelvis suggests fluid in 
the pelvic peritoneal cavity. 

The picture is rather classical of a very large 
abdominal and peritoneal cavity abscess. It had a 
mottled appearance showing there was air in the 
structure. The location would make one think that 
it was about the region of the uterus. So the ques- 
tion was raised about whether this might be an 
abscess in the air-filled cavity of the uterus. 

We did a barium enema on the patient with some 
trepidation. After giving the barium enema, a trickle 
of barium came out of the sigmoid into the region 
of the mass. We let the solution go on around to 
the cecum. The cecum was quite deformed. We 
didn’t try to fill it out completely. We were rather 
impressed by the irregularity. It was my thought 
after seeing this that perhaps we were dealing with 
a large peri-appendiceal abscess in the pelvic or 
peritoneal cavity region. 
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Films of the chest showed no pathology. 


Differential Diagnosis 

Mr. Lawrence Lackey (Medical Student): This 
patient first had profuse uterine bleeding'three times 
within a 30-day period. We have to think first of 
ectopic pregnancy, abortion, polypoid type of uter- 
ine fibroid, or maybe a placenta previa. I would 
eliminate all except ectopic pregnancy and abortion. 

The scanty menstrual period in June might well 
occur in an abnormal pregnancy. Pain in the lower 
abdomen and constipation could indicate partial 
intestinal obstruction. 


Obstruction in the bowel could result from par- 
tial volvulus. There is no history of vomiting. If 
complete obstruction were present, some vomiting 
would have occurred. Partial volvulus due to irrita- 
tion or pressure symptoms may be due to ileus or 
some mass in the intestine preventing intestinal 
peristalsis. I agree the patient probably was preg- 
nant at the time. 


Thrombosis is an immediate thought suggested 
by the pain in the lower extremities. Obstruction 
of the common iliac veins could produce increased 
venous pressure and edema of the right leg. Of 
course a woman losing all this blood would prob- 
ably be stiffering from hypoprotenemia, and this 
would contribute to edema in the lower extremities. 
Pain could be simply the result of pressure. The 


Figure 2. X-ray showing extrusion of the barium from the sig- 
moid into the abdominal abscess. 
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gas pains could be due to intestinal obstruction. 
The urinary frequency, dysuria, chills, and fever 
would cause us to think of urinary tract infection 
or possibly fibroids, giving these pressure symp- 
toms and hydronephrosis. 

In considering the growth palpated upon rectal 
examination, we think first of carcinoma of the 
rectum or colon. Second we think of invasion by 
ectopic endometrium. Twenty-five per cent of 
ectopic endometrium is found in the cul-de-sac and 
in many instances it does invade the colon. Some- 
times there is a cystic and hemorrhagic type of 
ectopic endometrium. Hemorrhoids and syphilitic 
ulcers must also be considered with the positive 
serology. 

A hyperactive bowel indicates partial obstruction. 
This cystic tender mass prior to admission would 
present the possibility of ovarian fibroid with prob- 
able cystic degeneration. A sarcomatous degenera- 
tion is less likely. The cervix indicates pregnancy 
because of its color and consistency. Regardless of 
where the pregnancy is, this is a hormonal reaction 
to pregnancy. 

Ectopic pregnancy occurs in one out of 200 or 
300 normal pregnancies, and tubal rupture or tubal 
abortion usually occurs. Tubal abortion is the less 
likely. Tubal rupture would produce much bleeding 
at one time. A tubal abortion when the fetus is 
extruded out the ostia can occur in steps. A partial 
implantation takes place step by step with part of 
the placenta retaining its implantation. The thick 
cauliflower mass noted on rectal examination seems 
larger than might be expected for endometrium. 
And yet implantation of the placenta in the cul-de- 
sac cannot be ruled out. 

In performing the exploratory laparotomy and 
colostomy the surgeon must have found something 
irregular and wanted to get out in a hurry. There 
must have been a lot of pathology. She did go into 
a shock-like state. Following surgery, the border- 
line blood pressure of 80 systolic rose to 120. The 
hypotension together with the low blood volume in 
all probability produced renal damage. There was 
a decrease in urine output. 

The cause of death was shock. The coma was a 
terminal event. Cerebral anoxia, from the low 
hemoglobin and hypotension, occurred. Bleeding 
probably came from the surgical incision. In this 
patient who for four months had been obviously 
suffering from hypoprotenemia, the fact still re- 
mains she was bleeding a lot. I don’t think that her 
wound was healing very well. So there is a very 
good chance that she was bleeding and that the 
abdominal distention was due partially to bleeding 
in the abdomen. The high temperature suggests 
peritonitis or possibly rupture of the cyst or ab- 


Scess. 


This patient had an ectopic pregnancy, probably 
abdominal. I do not think it was a chorionepithel- 
ioma. I had to consider that, but I do not think 
that fits the picture. I think that death was due to 
hemorrhage and peritonitis. 

Dr. Delp: Thank you. Does anyone else wish to 
make any comments? Dr. Critchfield saw this pa- 
tient first. 

Clinical Discussion 

Dr. Thomas W. Critchfield (Obstetrics and Gyn- 
ecology): The history of the unusual menstrual 
periods, the period of amenorrhea, the patulous cer- 
vix and the enlarged mass attached to the cervix 
suggested something in the genital tract. It was not 
necessarily a pregnancy but anything in the endo- 
cervical canal that Would render the cervix soft and 
patulous. We frequently see a soft patulous cervix 
in the presence of endometrial carcinoma. We see 
those particular findings in pregnancies anywhere 
outside the uterus. 

If this woman were pregnant, it would be at least 
three months along because she was amenorrheic. 
I think we should go back even further than that, 
if she was pregnant, because she was having very 
unusual irregular hemorrhagic menses for an addi- 
tional two or three months prior to that time. I 
am doubtful that pregnancy would occur under 
those circumstances. If a pregnancy occurred, it 
probably antedated May, throwing it into a gesta- 
tional period of at least five months. We would 
expect x-ray to show a fetal skeleton after five 
months. This was not’ seen. 

Certainly the gastro-intestinal symptoms can’t be 
explained solely by a hydatidiform mole. A hydatid 
mole that had undergone malignant change, a 
chorionepithelioma, might very well spread through 
the uterus, invading the bowel and giving the symp- 
toms elicited. By the time chorionepithelioma had 
become extensive enough to give lower abdominal 
findings, we might well expect to find cannonball 
metastases in the chest. We did not. We doubted 
the presence of a chorionepithelioma. 

I doubt the diagnosis of endometriosis. This 
woman had a full term normal delivery in January. 
The incidence of sterility or infertility within this 
length of time causes me to doubt seriously that her 
disease could now be that widespread. However, 
conception might have occurred within that short a 
period of time. 

In general then, there is the possibility of a geni- 
tal type lesion which has spread to and has involved 
the bowel. The patient is very young for a uterine 
carcinoma. Nonetheless, it is a possibility. Uterine 
carcinoma in this age group is rarer than the sug- 
gested abnormal pregnancy. 

Two diagnostic possibilities remained. One was a 
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pelvic malignancy involving the bowel. The other 
was a pregnancy which I think would not be a 
tubal ectopic one because a tubal ectopic pregnancy 
usually does not go so long. 

The patient should have had symptoms of a rup- 
tured ectopic or secondary implantation long before 
her symptoms actually began. A tubal abortion 
would similarly have given symptoms. The possi- 
bility of an abdominal pregnancy warrants very 
real consideration. However, we did not see a fetal 
skeleton. 

For the sake of completeness, an infected abortion 
with gas bacillus present must be mentioned. In 
the present case, however, we can account for the 
air on the basis of the perforation shown by the 
barium enema. 

Dr. George Miles (Surgery): It was our im- 
pression that this patient had a pelvic abscess. We 
were interested in seeing this patient achieve good 
electrolyte balance and have blood replacement in 
order to allow surgical diversion of the intestinal 
tract and drainage of this abscess. That would be 
the management in this problem whether the path- 
ology were due to ruptured diverticulitis, old per- 
itoneal abscess with erosion into the rectum, or 
whether it were a bowel tumor or pelvic tumor. 

My pre-operative diagnosis was probably ruptured 
diverticulum. I thought the patient probably had a 
granulomatous lesion of the bowel. She was losing 
blood rectally and we knew she had an abscess con- 
nection to the rectosigmoid bowel. I would favor 
an appendiceal abscess. 

This woman did die of the cause indicated by 
Mr. Lackey. She bled profusely from the rectum 
postoperatively in spite of numerous blood trans- 
fusions. 

Pathological Findings 


Dr. Lauren Moriarty (Pathology Resident): The 
body appeared to be that of a rather well nour- 
ished colored female about 35 years of age. The 
abdomen was moderately distended. There was a 
double-barreled colostomy opening just above the 
umbilicus. 

Opening the abdomen released an extremely foul 
odor. The upper abdomen showed little fluid but 
there was a fibrinopurulent exudate over the intes- 
tines and distention of the small bowel showing a 
rather typical ladder pattern. In the lower abdomen 
somewhat to the right of the mid-line was a bowl- 
shaped hematocele which apparently had been 
scooped out surgically. Close examination showed 
the presence of purulent material. The hematocele 
was bounded above and on either side by the large 
bowel, the abscess containing such fibrinous ma- 
terial, and a considerable amount of thick purulent 
material. 
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The uterus was soft and enlarged to the size of 
about a three-month pregnancy. The cervix was 
patulous. When the uterus was opened it was 
empty. Lying to the right of the midline was a 
piece of tissue about 10 cm. long which appeared 
to be placental tissue. The tissue appeared necrotic. 
We were unable to identify the fallopian tubes or 
either ovary. 

The pelvic organs were involved by an inflamma- 
tory process forming a conglomerate thick walled 
abscess containing a large mass of clotted blood 
with necrotic and purulent material. 

The chest contents revealed nothing of much con- 
sequence. 

Each of the kidneys showed a bilateral hydro- 
nephrosis which would just allow the insertion of 
the little finger into the pelvis of each of the kid- 
neys. This was probably related to her recent preg- 
nancy. The renal pelvis did not show evidence of 
chronic dilatation or infection. All of the organs 
were extremely flabby as one would expect from a 
very fulminating infection. 

Dr. Harlan I. Firminger (Pathology): The ma- 
terial received in the pathology laboratory from the 
surgical procedure consisted of about a liter of 
bloody semi-gelatinous friable material in which 
were found a few macerated bones apparently from 
the fetus. Its skull was identified and the surgical 
pathologist stated he had identified a femur that 
was about two and one-half cm. in length. 

Microscopically the surgical material revealed 
placental tissue with villi, a fibrinous membrane and 
decidual cells. The placental villi were covered by 
syncytial cells with some knotting compatible with 
a fetus of four and one-half to five months of age. 
There were no normal villi. 

In sections from the autopsy material, remnants 
of placental tissue were found involved in a sup- 
purative process composed largely of polymorpho- 
nuclear leukocytes though in other areas there were 
considerable numbers of chronic inflammatory cells. 
There was marked hemorrhage and a considerable 
amount of necrosis. 

A section through the wall of the abscess ad- 
jacent to the rectum revealed the necrotic and fi- 
brinous mass immediately adjacent to the rectum 
with inflammatory cells extending into the rectal 
wall. At autopsy we were unable to find the com- 
munication between the pelvic abscess and the rec- 
tum that was obviously present and demonstrated 
by x-ray. 

The vessels in the abscess walls often showed 
degenerative changes characterized by eosinophilic 
swelling of the muscular layers. Several of the blood 
vessels contained thrombi of various ages. Some 
were recent and composed largely of red blood cells 
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still intact and fibrin. Others were largely fibrin 
with beginning organization and invasion by fibro- 
blasts. One large vessel measuring one centimeter 
in diameter was almost completely occluded by an 
organizing thrombus. A number of large blood ves- 
sels, both veins and arteries, were caught in this 
necrotic process. The walls of the blood vessels 
showed marked degenerative change and sometimes 
necrosis. In one area there was a very large blood 
vessel which appeared to have ruptured due to a 
purulent inflammatory process involving its wall 
as a complication of the abscess. 

This involvement of vessels by the inflammatory 
process was an adequate source of the tremendous 
bleeding that took place in this case. 

A section of the endometrium showed almost no 
endometrial tissue left on the inner wall of the 
uterus. There was no decidual reaction which one 
might have expected earlier. It was probably lost 
soon after the death of the fetus, possibly about a 
month before death of the patient. There was no 
regeneration of the endometrium. — 

A section of the small bowel showed findings of 
a recent peritonitis which, I think, occurred post- 
operatively. 

Clinico-Pathological Discussion 

Dr. Firminger: One cannot say definitely from 
the gross findings whether this was a tubal preg- 
nancy or whether it was abdominal. We are in- 
clined to regard it as a tubal pregnancy because 
primary abdominal pregnancies are so rare. One 
tends to feel that primary abdominal pregnancies 
must be adequately proved to be accepted. 

In the present case, the right fallopian tube and 
ovary were destroyed. The incidence of tubal preg- 
nancies is given variously as one out of 300 to one 
out of 400 pregnancies. 

On the other hand, this woman actually had a 
chronic salpingitis in her remaining tube. I suspect 
that if one calculated tubal pregnancies on the basis 
of chronic salpingitis it would be somewhat more 
frequent than this. 

The course in cases of tubal pregnancy varies 
somewhat with the site of implantation. If it is at 
the isthmus, the tubal pregnancy is more likely to 
rupture. If it is in the ampulla one is more likely 
to get an internal rupture into the cavity of the 
embryonic sac which may or may not rupture ex- 
ternally and abort intraperitoneally. 

Survival of the fetus is quite rare. Studies by Mall 
and von Winckle indicate that most of these are 
abnormal. In studies by Mall, he thought that 84 
per cent of ova were abnormal. Some 16 per cent 
he regarded as normal. Von Winckle has done a 
study of some 87 cases in which the fetus had sur- 
vived for some time. He found that 14 per cent of 


these were monsters. The percentage of monsters 
in normal pregnancies he found to be about one per 
cent. 

In cases of external rupture, one has very marked 
symptoms of lancinating pain and exsanguinating 
hemorrhage, and the patient almost always requires 
some sort of surgery to prevent death from blood 
loss. In internal rupture with abortion, which | 
think this case may well have been, less pain occurs. 
However, one usually expects a little more dramatic 
symptoms than in the present case. Tubal abortion 
may have taken place rather slowly over a consid- 
erable period of time. 

The fetus usually dies from inadequate placenta- 
tion as happened in this case. Hemorrhage with 
pelvic hematocele formation occurs. Ordinarily the 
pelvic hemotocele will resorb. Sometimes mummi- 
fied or calcified fetuses are found years later in the 
abdomen at autopsy. In a few instances, pelvic 
hematoceles become infected and form an abscess, 
particularly if there is adherence to the bowel as 
there was in this case. 

If I may go back over the case and sum up what 
my impression of the course in this patient was, 
I would say that she had chronic salpingitis, there- 
fore an increased risk of getting a tubal pregnancy. 


I cannot say whether it was a primary abdominal 
pregnancy or not. I think that it was probably a 
secondary abdominal pregnancy. Pregnancy occurred 
before the history would indicate—that is before 
the cessation of the menses. It must have occurred 
in March or April according to the size of the fetus 
which corresponds to between four and one-half 
and five months gestation. Her periods we know 
were abnormal in May. She probably had disturb- 
ance before that. She had constipation and swell- 


‘ing of her legs coming on in June which might 


well have been due to partial obstruction of the 
bowel and venous obstruction of the leg due to 
this swelling mass or irritation. Her pain might 
have been due to intra-abdominal spillage of blood 
from this type of pregnancy. The obstruction be- 
came more obvious later. About four weeks before 
admission, she had a more dramatic episode. At 
that time I would assume that she must have had 
the tubal abortion with more spillage of blood into 
the peritoneum. The fetus probably died about that 
time. Often that is the reason for the abortion as 
well as for the hemorrhage. She probably shed the 
uterine decidua in small pieces rather than as 4 cast, 
but we do not have any information on this. 


Very soon after this, the pelvic hematocele and 
necrotic tissue became infected by an organism 
which I would like to believe is the paracolon or- 
ganism isolated from both the stools and the blood. 
A gas former, it can account for the gas which was 
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present before the barium enema was done. We 
cannot say that the gas did not come through the 
fistula connecting the abscess with the rectum. 

The rectal bleeding quite obviously came from 
this huge hematocele in the pelvis going out through 
the communication to the rectum. It was dark blood. 
I assume it was somewhat changed blood and later 
it could have been fresher due to more recent hem- 
orrhage from the large necrotic blood vessels in the 
area and actual hemorrhage. At surgery the abscess 
was opened and scooped out. The inflammatory 
process which had been previously somewhat con- 
fined was released into the abdomen. The patient 
developed a generalized peritonitis and died. 

Autopsy Diagnosis 
Primary 

Ectopic pregnancy (four to five months), prob- 
ably tubal, with rupture and tubal abortion. 

Pelvic hematocele with secondary abscess forma- 
tion. 

(Perforation of abscess into rectosigmoid). 

Healing colostomy wound, recent (history of 
colostomy ). 

Rupture of pelvic abscess (history of surgical 
evacuation ). 

Generalized peritonitis. 

Pulmonary congestion and edema, slight. 

Chronic salpingitis, left. 

Accessory 
Atheromatosis, aorta and coronary arteries, slight. 
Hydronephrosis, bilateral, slight. 
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New Edition of Merck Index 


A new edition of the Merck Index, an Encyclo- 
pedia of Chemicals and Drugs, will be published 
this month by Merck and Company, Inc., Rahway, 
New Jersey. It will contain 1,167 pages of text cov- 
ering more than 8,000 descriptions of individual 
substances, more than 2,000 structural formulas, and 
about 20,000 names of chemicals and drugs alpha- 
betically arranged and cross-indexed. Copies may be 
obtained from the Publications Department of the 
company. 

New features of the edition include a table of 
standard buffers for calibrating pH measurements, a 
table of radioactive isotopes giving their half lives 
and type of radiation, and a table of current medical 
uses for radioactive elements and compounds. 


The Fourth Annual Mid-West Cancer Conference 
will be held at-the Broadview Hotel, Wichita, April 
3 and 4, 1952. Make hotel reservations now. 
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Nominating Committee 


According to the Constitution and By-Laws the 
nominating committee, consisting of five past presi- 
dents elected by the House of Delegates, shall nom- 
inate two or more candidates for each elective posi- 
tion not less than 90 days prior to the annual meet- 
ing. 

The current nominating committee is Dr. Haddon 
Peck, chairman, Dr. O. W. Davidson, Dr. J. L. Lat- 
timore, Dr. L. S. Nelson and Dr. H. N. Tihen. They 
met at Kansas City, Kansas, on Wednesday, January 
23, 1952, and report the following slate for consid- 
eration by the Society. 

It should be noted that further nominations will 
be called for from the floor, permitting the entry 
of as many additional names as may be desired. At 
the request of two members on the nominating 
committee whose names appear as candidates, it 
should be explained that all present officers were 
re-nominated and that this was the first action taken 
by the committee with the two persons involved 
abstaining from such vote. 

It should be noted that the president-elect and 
first vice president incumbents are moved forward 
one place from the positions held this year. The 
incumbent is named first except for the position of 
second vice president where there is no incumbent, 
and there the names appear in alphabetical order. 


Candidates for 1952 
L. R. Pyle, M.D., Topeka 
P. W. Morgan, M.D., Emporia 


First vice president............. M. C. Eddy, M.D., Hays 
J. G. Hughbanks, M.D., 
Independence 


President-elect 


, Second vice president......... H. H. Jones, Sr., M.D., Winfield 


J. M. Porter, M.D., Concordia 


Constitutional 
secretary D. D. Vermillion, M.D., 
Goodland 
J. D. Colt, Jr., M.D., Manhattan 
J. L. Lattimore, M.D., Topeka 
Dwight Lawson, M.D., Topeka 
A.M.A. Delegate 


(term of 1953-1954) ....L. S. Nelson, M.D., Salina 
T. P. Butcher, M.D., Emporia 


A.M.A. Alternate Delegate 
(term of 1953-1954)....G. F. Gsell, M.D., Wichita 
C. V. Black, M.D., Pratt 


The personal attitudes of the patient are im- 
portant in the treatment of any disease in which 
the patient’s cooperation must be elicited. The more 
chronic the illness, the greater importance these 
personal factors assume. Osler summed up the situ- 
ation in tuberculosis when he said, “It is just as im- 
portant to know what is in a man’s head as what is 
in his chest if you want to predict the outcome of 
his pulmonary tuberculosis.”"—Jerome Hartz, M.D., 
Pub. Health Reports, October 6, 1950. 


BLUE SHIELD 


Blue Shield’s Physician Relations Program 

The following are excerpts from a report made 
by the Blue Shield Professional Relations Staff to 
the Blue Shield Board meeting January 20. Since 
it contains both a summary and plans for 1952 it 
is thought that it might be useful to publish it in 
the Journal. 

Purpose 


The purpose of our Physician Relations program 
is to win and maintain the cooperation of the par- 
ticipating physicians. The minimum cooperation 
on the part of the participating physician would con- 
sist of carrying out the provisions of the Blue 
Shield contract. However, our program in Kansas 
has been conceived along the lines of winning maxi- 
mum cooperation. In addition to carrying out the 
contract in spirit as well as in letter, we are hope- 
ful that our participating physicians will cooperate 
also in the following areas: 

1. Public relations 

2. Enrollment 

3. In the solution of Blue Cross problems 

4. Participate in the development of new ideas 

for better contracts in the future 
Where We Stand Now 

We believe we can report that the overwhelming 
majority of participating physicians accept and 
carry out the terms of the Blue Shield agreement. 
This acceptance refers to handling of cases, accu- 
rately reporting services, not overcharging the serv- 


ice-income patients and generally good. performance , 


in delivering the services of the contract. 

There is little evidence of any wide-spread com- 
plaint among our participating physicians. Of course, 
individual cases arise which are sometimes difficult 
to handle and require correspondence with doctors. 
But satisfactory machinery exists for orderly han- 
dling of most of these difficult cases. 

Plans for 1952 
Economy Program 

Due to the sharply rising cost of hospital service 
our contacts with physicians in 1952 will emphasize 
the need for the most careful economy in the 
utilization of Blue Cross as well as Blue Shield 
services. 

Doctors generally point out that patients are 
pressing for greater use of the services. However, 
most of the physicians with whom we have talked 
agree that the doctor has the greatest influence over 
use of the services. Thus, if we are to effect econ- 
omy, it must be done primarily through the good 
will and cooperation of physicians. Our Physician 
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Relations staff has already talked to more than 200 
doctors on the economy program during the 1951 
fall season. Efforts are being made to meet with 
county societies and medical staffs to the end that 
anotner 800 doctors will be reached with a personal 
message on economy between now and the annual 
meeting on April 27. 
Fee Committee Studies 

It is most important that the Fee Committee of 
the Kansas Medical Society continue actively to 
study the relationship in fees. The development of 
an equitable Blue Shield payment schedule is the 
core of a good physician relations program. How- 
ever, such a development does not come overnight 
or through a few meetings. It should be the pur- 
pose of the Fee Committee to suggest lines of study, 
statistical data and methods of thinking about fees 
which will lead toward a continuous study of this 
problem and which should more nearly produce an 
equitable schedule. 

Specialty Groups 

Our relations program should set up a definite 
plan for communicating with our specialty groups 
within the profession. We have followed this prac- 
tice during the times of the annual meeting of the 
Society. But it must be set up on a planned basis. 
Whenever we find a group of physicians organized 
in a specialty we should have a definite plan of 
communication with that group. 

Meetings with Medical Assistants and Auxiliaries 

The Kansas Medical Assistants’ Society has co- 
operated in the interpretation of Blue Shield serv- 
ices to both patients and the public and has assisted 
in enrollment. Blue Shield has set up meetings for 
them, inviting medical assistants from surrounding 
counties, sometimes just prior to community en- 
rollment drives. Margaret Foster has attended all 
their state meetings and has spoken to other groups 
On invitation. A future program of continued co- 
operation is planned. 

The Woman’s Auxiliary to the Kansas Medical 
Society offers an opportunity for meeting with an 
entirely different group. This project has not been 
developed very extensively, but it is hoped that an 
expanded program of meetings with local groups of 
this organization may be possible. 

Public Relations 

1952 will be the 10th anniversary year of Blue 
Cross in Kansas. Our public relations program is 
being built somewhat around the theme “Ten Years 
of Service.” This theme will lend itself to appro- 
priate inclusion of Blue Shield in all of our public 
relations activities. A stepped-up advertising pro- 
gram is being planned. Heretofore all of our ad- 
vertising has been built solely around the good 
points of our own program. The emphasis in the 
future will tend toward demonstrating the key dif- 


iy 
i 


ferences and advantages of Blue Cross-Blue Shield 
over other forms of protection. We find that peo- 
ple have very little understanding of the real hazards 
of hospital costs today. Thus, there is a tendency 
for many people to feel satisfied with low benefit 
commercial programs. It remains for us to improve 
the understanding of the public on this problem 
so that the public will become selective in its pur- 
chase of hospital and medical protection. When the 
public is informed we believe it will select Blue 
Cross-Blue Shield. 


ACTIVITIES OF MEMBERS 


Dr. D. O. Howard, Wichita, addressed a recent 
meeting of social workers in the Sedgwick County 
area. 


Dr. Saul Zizmor, Chetopa, announced the open- 

ing of an office in Oswego on January 2. 
* * * 

Dr. Paul E. Koerber was named “man of the year” 
in a contest in Russell County sponsored by the 
Russell Junior Chamber of Commerce. The honor 
was given for “his devotion to his profession, his 
aid for the needy and aged, and his humanitarian 
acts during a lifetime of service devoted to helping 
others.” 

* * * 

Dr. Edward Greenwood of the Menninger Foun- 
dation, Topeka, was speaker at a meeting of the 
Highland Park P.T.A. held January 10. His subject 
was “Problems of Children.” 

* * * 

Dr. Thomas L. Foster, Halstead, was guest speaker 
at an inter-state meeting of Alcoholics Anonymous 
held at Coffeyville last month. He showed a men- 
tal health film and discussed alcoholism from the 
viewpoint of the psychiatrist. 

* * * 

Dr. R. W. Urie, Parsons, has been notified of his 
election to the Radiological Society of North Amer- 
ica. 

* * * 

Dr. Dale Palmer, Wichita, was guest speaker at 
last month’s meeting of .the Sedgwick County Chap- 
ter of Licensed Practical Nurses. 

* * * 

Dr. Harold H. Jones, Winfield, was guest speaker 
at a meeting held at St. Timothy’s Church, Iola, on 
January 25. His subject was “Multiple Sclerosis.” 

* * * 

Dr. George F. Corrigan, Wichita, has been named 
chairman of a committee to plan the observance of 
the Sedgwick County Medical Society’s 50th birth- 
day in 1953. 
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Captain Lewis N. Bass, Pittsburg, now stationed 
at an Army hospital in Japan, was recently awarded 
the Bronze Star Medal for outstanding service as a 
surgeon in Korea, The citation reads in part: “As 
a battalion surgeon with the 8th Regiment, 1st Cav- 
alry Division, Captain Bass performed his duties in 
a conscientious and outstanding manner. Responsi- 
ble for treatment of all illnesses, injuries.and wounds 
of battalion personnel, he worked tirelessly to ac- 
complish all tasks with the utmost efficiency. Cap- 
tain Bass’ meritorious achievement reflects great 
credit on himself and the military service.” 


4 
Dr. Henry S. Blake, Jr., Topeka, has been named 
chairman of the Public Health and Welfare Com- 
mittee of the Topeka Chamber of Commerce.. - 
Dr. James E. Bresette, who recently completed a 
fellowship in ophthalmology at the Mayo Clinic, 
has opened an office in Kansas City for practice 
limited to ophthalmology. 
Dr. Robert E. Stowell, professor of oncology at 
the University of Kansas School of Medicine, was 
speaker at a meeting of the staff of the V.A. Hos- 
pital, Wichita, January 16. His subject was “Sero- 
diagnostic Tests for Cancer.” 
Dr. Clyde W. Miller, Wichita, addressed the 
Sedgwick County Medical Assistants’ Society on the 
subject of public relations at a meeting held Jan- 


uary 16. 


Dr. Robert F. Freeman, Nortonville, has entered 

the Menninger School of Psychiatry, Topeka. 

Dr. Franklin D. Murphy, chancellor of the Uni- 
versity of Kansas, was one of the speakers at the 
48th Congress on Medical Education and Licensure 
held in Chicago, February 10-12. 

Dr. L. V. Kaufman, formerly of Wichita, is now 
practicing in Freeman, South Dakota. 

Dr. Vernon E. Filley, formerly of Dodge City, is 
now associated with Dr. John R. Campbell in the 


Pratt Clinic. 
* * * 


Dr. Lewis L. Robbins of the Menninger Founda- 
tion, Topeka, was guest speaker at a tea given by 
the Woman’s Auxiliary to the Shawnee County 
Medical Society at Benton Hall, Topeka, on Feb- 
ruary 4. His subject was “Common Questions about 
Psychiatry.” 


Dr. Louis S. Morgan, Wichita psychiatrist, ad- 

dressed a meeting of the Registered Nurses’ Study 
Club in Arkansas City on January 17. 


COUNTY SOCIETIES 


A meeting of the Rice County Society was held 
at Lyons in December and the following officers 
were elected for 1952: Dr. A. F. Schmidt, Little 
River, president; Dr. Jack C. Dysart, Sterling, vice 
president; Dr. E. R. Hill, Lyons, secretary-treasurer. 
Dr. John B. Jarrott, Hutchinson, was speaker at the 
meeting. 

Dr. R. R. Melton was elected president of the 
Marion County Society for 1952 at a meeting held 
recently. Dr. T. C. Ensey was named vice president 
and Dr. C. R. Magee, secretary. 

* * * 


The Wyandotte County Society met at the City- 
County Health Building, Kansas City, January 15. 
Dr. Charles Crockett spoke on “Management of 
Minor Eye Injuries from the Standpoint of the 
General Practitioner,” with a discussion by Dr. F. 
Bosilevac. Dr. Michael Ryan presented a paper on 
“Headaches” and Dr. W. H. Algie gave the dis- 


cussion. 
* * * 


Members of the Shawnee County Society enter- 
tained the Golden Belt Medical Society at the Hotel 
Kansan, Topeka, on January 10. Dr. W. T. Sirridge, 
Kansas City, spoke on “Contraindications and Com- 
plications of the Use of ACTH and Cortisone,” Dr. 
G. L. Norris, Winfield, presented a paper on “Treat- 
ment of Congestive Failure,” and Dr. Frank Hoecker, 
Lawrence, discussed “Clinical Applications of Ra- 
dioactive Isotopes.” The afternoon scientific pro- 
gram was followed by dinner and a business ses- 
sion. 

Dr. Bruce P. Meeker was installed as president of 
the Sedgwick County Society at a meeting held on 
January 8. Other officers of the group are: Dr. 
L. K. Nix, vice president; Dr. W. H. Fritzemeier, 
secretary; Dr. E. S. Brinton, treasurer. Speaker at 
the meeting was Dr. James J. Waring, of the Uni- 
versity of Colorado, Denver, whose subject was 
“Pleural Effusion, Diagnosis and Treatment.” 
* * * 

Officers of the Miami County Society for 1952 
are: president, Dr. W. L. Speer, Osawatomie, and 
secretary, Dr. William Brown, Paola. 

* * * 

Members of the dental and pharmaceutical pro- 
fessions were guests of the Rush-Ness Medical So- 
ciety at a meeting held at the Rush County Me- 
morial Hospital, January 3. “The Cancer Problem” 
was the subject for discussion, and two physicians 
from Hays, Dr. A: M. Cherner, radiologist, and Dr. 
T. Flanders, internist, were speakers. 
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The Mid-west Kansas Medical Society met in 
Larned, January 17. Dr. Harold O'Donnell of Wich- 
ita presented a paper, “The Treatment of Hydro- 
nephrosis.” The following officers were elected: 
president, Dr. John Blank, Hutchinson; vice presi- 
dent, Dr. F. A. Thorpe, Pratt; secretary-treasurer, 
Dr. O. R. Cram, Larned. Thirty-eight physicians 
were present. 
* * * 

A meeting of the Cloud County Society was held 
January 15, and the following officers were elected: 
president, Dr. L. E. Filkin; vice president, Dr. F. B. 
Emery; secretary-treasurer, Dr. M. D. McComas, Jr. 
They will hold the same offices on the staff of St. 
Joseph’s Hospital, Concordia. 

* * * 

Dr. Dale Smith, Fredonia, was elected president 
of the Wilson County Society at a meeting held at 
Fredonia, January 17. Dr. Raymond Beal, Fredonia, 
was named vice president, and Dr. C. E. Stevenson, 
Neodesha, was re-elected secretary-treasurer. A guest 
at the meeting was Mr. Oliver E. Ebel, executive 
secretary of the Kansas Medical Society, who later 
addressed a meeting of the Parent-Teacher Asso- 
ciation at which members of the Auxiliary were 
present. 

* * * 

Fifty members of the Cowley County Medical So- 
ciety and Auxiliary were present at a post-holiday 
dinner meeting held at the Esquire Club, Arkansas 


City, January 17. 


* * * 

A meeting of the Sedgwick County Society was 
held at the Allis Hotel, Wichita, on February 5. 
Speaker of the evening was Dr. Charles M. Wil- 
helmj, professor of physiology, Creighton Univer- 
sity, Omaha. His subject was “Gastric Secretion in 
Relation to Peptic Ulcer Disease.” 

* * * 

The January meeting of the Reno County So- 
ciety was held at Grace Hospital, Hutchinson. Dr. 
John N. Blank was elected president; Dr. Victor R. 
Moorman, vice president; Dr. William E. Brown- 
lee, secretary-treasurer. The “doctor of the year” for 
the group is Dr. Leo O. Forney, who has practiced 
in Hutchinson for 46 years. 


Licenses to 52 

‘Licenses to practice in Kansas were issued recently 
by the Kansas State Board of Medical Registration 
and Examination to 52 physicians, five by examin- 
ation and 47 by endorsement. 

Those who passed the examination and their 
intended locations are: William Edward Burger, 
Kansas City; Raymond Orville Keltner, Hoisington; 
George Thomas Prlain, undecided; George Wheeler 
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Roark, Jr., Topeka; Johann Otto Schnitzer, Wichita. 

Physicians licensed by endorsement and their 
present or intended residences are: Marian Barnes, 
Osawatomie; Carroll Behrhorst, Winfield; Hansel 
Benvenuti, Wichita; Henry Stevens Blesse, Leaven- 
worth; Charles E. Brackett, Jr., New York; Allan 
King Briney, Topeka; William Dimmock Buxton, 
Topeka; Iverson Clark Case, Jr., Topeka; Robert 
Arthur Chapman, Oak Park, Illinois; Flora Finch 
Cherry, Olathe; Francis G. Connor, Concordia; 
Arthur Franz Dundon, Sr., Topeka; Harlan Irwin 
Firminger, Kansas City; Seymour Warren Friedman, 
Topeka; Robert Edward Grene, Warren, Arkansas; 
Ralston R. Hannas, Jr., Kansas City; Otto Lyman 
Hanson, Topeka; Ballard Hayworth, Topeka; Lor- 
man Leon Hoopes, Washington, D. C.; Millard 
Leston Hoyt, Topeka. 

Laurence Lewis Jones, Wichita; Samuel Kantor, 
Kansas City, Missouri; John Richard Kline, Wichita; 
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Harry Lazar, Wichita; Alexander Lichtor, Kansas 
City, Missouri; Vernon Miller Lockard, Bartlesville, 
Oklahoma; Robert Rider Luttrell, Topeka; Stuart 
Johnson McWhorter, Osawatomie; Cecil Arden 
Miller, Kansas City; Alexander Howard Milne, 
Topeka; Waitstill A. Nickell, Osborne; Wendell 
Kay Nickell, Osborne; Talmage Whiting Nielsen, 
Winfield; Robert Lyle Obourn, Eureka; Warren 
Schrader Peiper, Arkansas City; Thomas P. E. Roth- 
child, Wichita. 

Newton Converse Smith, Arkansas City; Vernon 
Andrew Stehman, Topeka; Leland Douglas Stoddard, 
Kansas City; Prescott W. Thompson, Topeka; Frank 
Henry Thone, Wichita; Ignatius James Tikellis, 
Sunflower; Maurice Sanford Wessell, Hiawatha; 
Horace Mann Wiley, Jefferson City, Missouri; 
Howard Vivian Williams, Jr. Topeka; Granville 
M. Winship, Topeka; James Elgin Young, Jr., 
Kansas City. 


John Alvin Mahre, M.D. 

Dr. John A. Mahre, 28, who formerly prac- 
ticed in Plainville and Victoria, died Decem- 
ber 20 in St. Louis, where he was taking a 
postgraduate course in internal medicine. He 
was graduated from the University of Wis- 
consin Medical School. in 1947. He was a 
member of the Central Kansas Medical So- 
ciety. 

* * * 
Alva E. Billings, M.D. 

Dr. A. E. Billings, 72, a retired Topeka 
physician, died January 16 at the Knoxville, 
Iowa, Veterans Hospital. After his graduation 
from University College of Medicine, Kansas 
City, in 1909, he began practice in Topeka, 
leaving only during World War I when he 
served in the Army medical corps. He was an 
honorary member of the Shawnee County 
Medical Society. 

* * * 
Francis A. Carmichael, M.D. 

Dr. Francis A. Carmichael, Sr., 80, who 
served as president of the Kansas Medical 
Society during the 1925 to 1926 year, died 
January 21 in Kansas City, Missouri, after a 
year's illness. He was also a past president of 
the Kansas-Missouri Neurological Association 
and was well known in psychiatric fields, hav- 
ing served as superintendent of the Osa- 
watomie State Hospital and of the St. Joseph, 
Missouri, State Hospital. He began private 
practice in Goodland in 1904, after his grad- 
uation from Northwestern University School 
of Medicine, and continued in practice there 
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until he was appointed to the Osawatomie 
hospital in 1913. He became consultant to 
the Missouri Eleemosynary Board in 1936 and 
went to the St. Joseph institution in 1941. 
* * * 
Charles Warner Jones, M.D. 

Dr. C. W. Jones, 76, an active member of 
the Johnson County Society and a past presi- 
dent of that group, died at his home in Olathe, 
January 28. He had practiced in Olathe from 
1910 until his retirement two years ago. He 
was graduated from Keokuk Medical College 
in 1896 and practiced in Iowa until he en- 
listed for service in the Spanish-American 
War, after which he practiced for a short time 
in Kansas City and Lenexa before opening his 
office in Olathe. He served also in World 
War I and was stationed in France for 14 
months. 

Dr. Jones was a civic leader in Johnson 
County and served as coroner in the early 
1940's. For three years he was president of 
the Kansas State Board of Medical Registra- 
tion and Examination and for 11 years he 
served as a member of the board. He was the 
first commander of the Olathe post of the 
American Legion, and twice was elected com- 
mander of the second district of the Legion. 
Last month the Olathe Rotary Club, of which 
he was the second president, created a fund in 
his honor for the establishment of a hospital 
in that city. 

A brother, Dr. Harold H. Jones, Sr., Win- 
field, is among the survivors. 
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Senior Thesis from the University of Kansas Medical School* 


Nervous System Dysfunction in Liver Disease 


Dorothy Danna, M.D.** 
Chicago, Illinois 


Ic is intriguing that the pathogenesis of central 
nervous system dysfunction in liver disease is. as 
yet unknown. As more accurate reports of clinical 
studies are made it is becoming more evident that 
the brain is involved in many kinds of liver disease. 

Hepatic coma as a terminal event in liver disease 
has been described for centuries. Many clinicians 
daily make the diagnosis of hepatic insufficiency 
when the presenting complaint of the patient may 
be purely nervous in character. The realization that 
such diverse diseases as hemochromatosis, the lipoi- 
doses, Wilson’s disease, and kernicterus all have .a 
common background of diffuse liver disease com- 
bined with brain lesions is common knowledge. 
During the second World War, well-documented 
studies of the epidemics of infectious hepatitis fur- 
nished many cases in which nervous symptoms were 
a prominent feature and a few cases with residual 
lesions of the nervous system. The so-called “liver 
death” postoperatively has been written about ex- 
tensively, and yet no one to date has managed to 
furnish evidence of its etiology. 

The purpose of this paper is to review a few of 
the many hundreds of articles to be found in the 
literature concerning this problem, and to present 
the hypotheses that have been offered. 

Hepatic Coma 

The ancients were aware of the serious prognosis 
in an individual with liver disease when drowsiness 
and stupor appeared. Morgnani described hepatic 
coma in his letters. However, it was not until the 
latter half of the 19th century that attempts to 
ascertain the cause of this coma were made. Fre- 
richs' described mental changes in patients with 
acute yellow atrophy and with cirrhosis of the liver 
... "Cases have occurred to me in which individuals 
who for a long period have suffered from cirrhos:s 
of the liver, have suddenly presented a series of 
morbid symptoms foreign to that disease. They 
have become unconscious, and have been afterwards 
seized with noisy delirium, from which they have 
passed to deep coma and in this state have died. 
In most cases, slight jaundice made its appearance 
at the same time .. . 

“There are other morbid conditions, which, if 
they lead to complete disorganization of the liver 


*This is one of 11 senior theses selected for publication by the 
Editorial Board from a group of 15 judged the best by the faculty 
of the University of Kansas School of Medicine. 

**Thesis written while the author was a senior student at the 
University of Kansas School of Medicine. Dr. Danna is now serving 
her internship at Michael Reese Hospital, Chicago, Illinois. 


and to an arrest of its functions, give rise to danger- 
ous nervous symptoms, delirious coma and con- 
vulsions ...” 

As he states, he felt that these symptoms were due 
to hepatic insufficiency with a decreased output 
of bile and therefore named the condition “acholia.” 

Flint? thought cholesterol was the toxic agent and 
called the condition “cholesteremia.” 

Leyden in 1866 was struck with the clinical re- 
semblance of liver coma to kidney failure. He 
attributed the coma to retention of bile acids in the 
blood and named it “cholemia” in analogy to uremia. 

Crofton? advanced the theory that there must be 
an intoxicating factor involved and attributed the 
source of poison in the overwhelming majority of 
the cases to the gastrointestinal tract. He felt that 
therapy should be directed toward regulating the 
diet to eliminate poison and toward the prevention 
of absorption of the poison. This theory is still 
held by some observers today. 

Quincke and Hopp-Seyler (1899) called it “hep- 
targia —liver inactivity. 

Spence and Ogilvie* did a careful study of 21 
cases of liver atrophy which evidenced nervous 
system symptoms and signs. Five of their cases were 
children of 14 years ot younger. These cases showed 
very similar progression of symptoms: first lethargy 
or stupor, then a period of unusual shrieking and 
crying, followed by a convulsive stage, and termin- 
ally death in coma. They felt that the children 
evidenced much more violent signs than adults and 
were particularly impressed with the peculiar type 
of maniacal shrieking and wailing seen in some of 
the children. They felt it was so distinct that they 
named it the “cholemic cry.” In their series, the 
relationship between the appearance of nervous sys- 
tem symptoms and the appearance of jaundice was 
not constant. Some patients had symptoms of 
nervous system dysfunction from four to six days 
without jaundice, the latter appearing only in the 
last 24 hours. Three of their cases showed extensor 
plantar reflexes. Positive Babinski reflexes in liver 
disease had first been reported by Rolleston in 1912 
in cases of acute yellow atrophy. Willcox (1919) 
and Elliott and Walsche (1925) had discussed their 
presence in the terminal stages of infective jaundice 
and cirrhosis. 

Spence and Ogilvie offered the theory that these 
symptoms of nervous system dysfunction were 
caused by an autolytic poison from the liver itself. 
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As the 20th century progressed, attention shift- 
ed from the naming of the syndrome to studies of 
its biochemistry and its pathological anatomy. As 
it proved almost impossible to demonstrate the re- 
tention of bile to be the causative factor, the term 
cholemia was dropped. 

Experiments of Balo and Korpassy> showed that 

when dogs with Ecks fistula were fed meat, six of 
eight animals presented symptoms of encephalitis. 
In the brains of three dogs, histologic changes were 
found which corresponded to non-suppurative en- 
cephalitis—located particularly in the striate body. 
These lesions were of similar kind, but of a greater 
degree, than those found in hepatitis. They con- 
cluded that the encephalitis in their experimental 
animals was due to intoxication caused by the ex- 
clusion of the liver. In such animals and in hepec- 
tatomized animals glucose reverses the process for 
some hours, but glucose given to humans in coma 
has proved to be of little true therapeutic value 
clinically. 
. Greene,® reviewing the literature in 1941, re- 
ported that hepatic coma was seen in acute yellow 
atrophy of the liver, fatal Weil’s disease, toxic jaun- 
dice caused by the administration of arsphenamine, 
poisoning by carbon tetrachloride, toxic hepatitis 
from eclampsia, in both portal and obstructive cir- 
rhosis, in extensive carcinomatous destruction of 
the liver (primary and secondary) and as a sequela 
of operations on the gallbladder or the biliary 
tract; coma can develop either with or without 
jaundice or ascites and bears no relation to the de- 
gree of biliary obstruction. 

In his study of the problem, he was unable to 
demonstrate a consistent change in the chemical 
composition of the blood although in individual 
cases there were at times such changes. He showed 
that there was no retention of bile as there was no 
increase in bile acids in the blood; neither did the 
clinical picture bear any relation to either choles- 
terol or bilirubin in the serum. In acute diseases, 
such as acute yellow atrophy, there was some in- 
crease in the amino acids, but not in slower dis- 
ease processes. The blood urea was elevated only 
when there was associated a renal insufficiency. 
Hypoglycemia was infrequent. Hypoprothrom- 
binemia was often present; especially when hemor- 
rhagic tendencies were seen clinically, but did not 
always appear in cases where coma occurred. His 
belief was that coma was due to hepatic insuffi- 
ciency, that there was no specific hepatic toxic 
agent. The multiplicity of the functions of the liver 
and its essential nature as the chief storehouse and 
chemical factory of the body were to his mind so 
vital to the body economy that the failure of its 
activities would explain the inability of the or- 
ganism to maintain life. 


Snell and Butt’ did intensive studies on eight 
patients, six of whom had atrophic cirrhosis, par- 
ticularly on the basis of alcoholism. They were un- 
able to demonstrate failure of deaminization on the 
part of the liver in these patients as all urea nitro- 
gens remained within normal limits. They felt that 
chemical blood changes do not explain the neurolog- 
ical features of coma; further, the organic lesions 
in the liver were no different in those cases in which 
coma developed than in those in which it did not. 
They used intensive nicotinic acid, thiamine and 
glucose therapy parenterally and felt that their re- 
sults were good—six of the eight patients respond- 
ing in a satisfactory manner to this therapy. None 
of the survivors presented any evidence to suggest 
permanent organic lesions of the brain or cord. 
However, the value of this therapy is still ques- 
tioned by many clinicians. ; 

Lynch® and his associates studied 40 patients 
with severe primary liver disease in whom coma, 
occurring after a variable period of decreasing 
alertness and lasting from 12 hours to six days, 
was the outstanding feature. In their series deep 
coma occurring spontaneously was invariably fatal. 
They made a point of discussing how difficult it 
is to sedate patients with liver disease as they felt the 
injudicious use of barbiturates and morphine had 
led some of their patients into coma unnecessarily 
and that reversing the process was as difficult in 
these cases as it was im spontaneous coma. 

They described their patients as looking as if 
they were sleeping, making no purposeful voluntary 
movements and responding less and less to painful 
stimuli. The signs of liver disease remained essen- 


tially unchanged except for the appearance of clin-— 


ical jaundice in four patients previously not jaun- 
diced. Six were not jaundiced at death. Temper- 
ature, pulse and respiratory rate gradually rose 
during the coma; the blood pressure, which was 
usually normal or slightly low before the onset of 
coma, fell during the coma. Extensive laboratory 
work was done on these patients. The total white 
cell count usually rose terminally; the average count 
was 10-20,000. The plasma carbon dioxide com- 
bining power was usually moderately reduced, but 
in two patients showed high values. No low blood 
sugar values were found. No consistent or striking 
changes were found in liver function tests—serum 
bilirubin, thymol turbidity, cephalin-cholesterol floc- 
culation and plasma prothrombin concentration. The 
urine urobilinogen was extremely variable. Spinal 
fluids were generally negative. Their treatment was 
a high protein high calorie diet, supplemented with 
brewer's yeast, oral niacin and subcutaneous thia- 
mine. They were unable to reproduce Snell and 
Butt’s results. 

They found that infection was the single most 
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common known factor in precipitation of coma in 
their series. The nature of the influence of in- 
fection upon metabolic processes in the liver is un- 
known. Fever itself may cause hepatic necrosis, 
which is evidenced clinically by jaundice and brom- 
sulfalein retention. Jaundice occurs in a small per- 
centage of patients with pneumococcal pneumonia, 
especially in the presence of an added septicemia, 
probably due to liver damage. 

Experimental work by Beeson demonstrated that 
hepatic vein blood in cases of endocarditis contains 
strikingly fewer bacteria than either peripheral 
venous or arterial blood and suggested that the liver 
may be the major site of removal of circulating 
bacteria from the blood. Profound circulatory 
changes occurring with infections and fever may 
diminish the oxygen supply to the liver. Acute blood 
loss shows greater reduction in the portal blood flow 
than is suggested by changes in the systemic blood 
pressures. Oxygen content of the portal blood is 
markedly decreased. Since the liver receives from 
75 to 80 per cent of its blood from the portal 
system, marked hepatic anoxia might be expected 
from severe hemorrhage and severe depletion of 
adenosine di-phosphate and tri-phosphate would 
occur. 

In this connection, liver deaths associated with 
hyperpyrexia and coma postoperatively might be 
mentioned. Heyd? is of the opinion that the process 
has its origin in the degeneration of individual liver 
cells. If the process is acute and fulminating, there 
is a very early death with hyperpyrexia and coma. 
If it is less severe and the elaboration of the hepatic 
toxins is less rapid, the patient survives until the 
secondary effects of this toxin are manifest in 
destruction of renal parenchyma with the clinical 
picture of oliguria progressing to anuria. Hence 
the associated mechanism of liver-renal damage—the 
hepaticorenal syndrome. 

Goldbloom!® and his associates, working on the 
theory of reducing autointoxication by intestinal 
sterilization, treated 14 patients with liver disease, 
eight of whom were stuporous and two comatose, 
with intravenous aureomycin (500 mgm. b.id.). 
Eight improved markedly, two slightly and four 
died. Improvement occurred within 24 hours of the 
start of the treatment with clearing of the sensorium 
and a feeling of well-being and improved appetite. 


Hepatic Insufficiency 


Hepatic insufficiency per se is often difficult to 
diagnose. Liver function tests are notoriously in- 
adequate until a severe degree of liver damage is 
present. Often patients present themselves with 
symptoms resembling a chronic exhaustive state or 
asthenia so that a diagnosis of psychoneurosis is 
made.'' A toxic psychosis on a nutritional basis 


may occur without any physical signs of vitamin 
deficiency. Nicotinamide therapy has proved valu- 
able in such cases. Hepatic insufficiency in mental 
patients may aggravate their symptoms and they 
may improve with such therapy. 

Watson!? defines hepatic insufficiency as that 
state in which the patient’s normal economy and 
activity is seriously interfered with because of a 
diffuse hepatic injury. In an autopsy done on a case 
of necrosis of the liver, the brain showed areas of 
perivascular demyelinization and endothelial prolif- 
eration, similar to findings in patients dying in 
hepatic coma, and he thought the condition should 
be termed “hepatic encephalopathy.” 


Infectious Hepatitis 


Blumer,'> in a survey of all the epidemics of 
infectious hepatitis in.the United States from 1812 
to 1920, revealed no unusual nervous system in- 
volvement. Willcox!* specifically mentions the 
rarity of alteration in the function of the nervous 
system in infectious hepatitis and reported that spe- 
cial nervous symptoms other than asthenia and 
depression did not occur in the ordinary type of 
case. 

Lucke,!> in a monumental study of 125 cases 
occurring in the armed forces during the Second 
World War, found that in 73 cases a sudden 
dramatic change for the worse ushered in the ter- 
minal phase. The characteristic changes were nerv- 
ous symptoms, ascites and persistent vomiting. In 
over 60 per cent of the cases, death occurred within 
10 days from the appearance of grave symptoms. 
Only three patients survived longer than 20 days. 
In the great majority of the cases, the patients had 
signs of cerebral involvement. Particularly note- 
worthy were lethargy or coma, alternating with rest- 
lessness, excitement and delirium. Other manifesta- 
tions were scanning speech, muscular weakness, and 
exaggeration of deep and superficial reflexes. Nerv- 
ous manifestations usually marked the turning point; 
in a few cases these were earlier in appearance or 
else were agonal. 

Lucke’s observations showed that mental and 
nervous manifestations were almost invariably pres- 
ent during the final phase of fatal hepatitis. He 
felt that these changes were somewhat similar to 
those found in hepectatomized animals. In animals, 
however, the symptoms produced and the death of 
the animal are due chiefly to hypoglycemia. He 
assumed that it is the general imbalance of tissue 
fluids rather than the disturbance of a single com- 
ponent such as sugar which is responsible in humans 
for the cerebral manifestations and death. 

“The anatomic background of the cerebral symp- 
toms is ill-defined. In this series two main kinds of 
changes were found on microscopic examination. 
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One was acute non-specific degeneration of ganglion 
cells, such as accompanies many different diseases. 
These changes occurred in all cases. The other was 
a mild form of meningo-encephalitis located partic- 
ularly in the brain stem, including the hypothala- 
mus, the periventricular system’ and the nucleus 
basalis; the cortex and the subjacent white matter 
remained untouched. These changes occurred in 
approximately 15 per cent of all the brains. 

“The lesions are different from those found in 
virus diseases, such as measles, mumps or vaccinia. 
In these, foci of demyelination and often necrosis 
of small arteries are characteristic; such alterations 
are not found in cases.of hepatitis . . . 

“We may now consider whether the changes in 
the brain may result from toxic substances passing 
through the damaged liver. The portal blood always 
contains an abundance of toxic products of digestion 
which in the normal liver are detoxified . . . It seems 
probable that in fatal hepatitis the detoxifying 
function of the liver is so altered as to permit the 
circulation of substances normally bound or de- 
stroyed in this organ. The working hypothesis is 
proposed that the cerebral changes of hepatitis result 
chiefly from the loss of the detoxifying function of 
the liver.” 

Stokes and Holmes,'® reporting on an epidemic 
of infective hepatitis in Assam and Bengal in 1944, 
divided the neurological findings into four groups. 
First, the picture commonly found in the fatal case: 
there was but short time elapsing between the first 
onset of mental change and death. Some degree of 
mental depression was found to be very common in 
all cases. Any increase in the depression or any 
behavior change was treated as a danger sign and 
as an indication for protective therapy. 

The second group presented a symptom-complex 
comprising generalized or localized muscular rigidity 
with increased tendon-jerks, sometimes but not 
invariably associated with extensor plantar responses. 
In addition they observed choreiform movements and 
in one case a Parkinsonian tremor. In this striatal 
and pyramidal group, the autopsy of the brains 
revealed findings in correspondence with Lucke’s 
observations. 

The third group showed on autopsy large focal 
hemorrhages into nervous tissue, only occasionally 
evidencing localizing signs. 

The fourth group showed signs of peripheral 
neuritis for whose direct relation to the onset of 
infective hepatitis there was good evidence. 

At first the theory of a mutation of the infective 
hepatitis virus giving it a neurotrophic character 
was considered. But it was felt improbable because 
the onset of striatal signs coincided with a sudden 
increase in liver damage and not with the onset 
of the infection. The autopsy material did not 


show severe enough reactions to indicate a-‘meningo- 
encephalitis, though they pointed out that the 
tempo of the disease, once the cerebral changes 
have appeared, was so swift that the more distinct 
histological changes may not have had time to 
appear. Further special stains might have demon- 
strated more extensive damage. They were of the 
opinion that the chemical theory of a specific 
attack upon the basal ganglia and pyramidal systems 
by products of autolyzed liver cells was more tenable. 

Turner et al!’ reported on a large group of 
American soldiers and felt that dysfunction of the 
central nervous system was one of the chief compli- 
cations. Mental symptoms in the sickest patients 
resembled those seen in acute alcoholism, hyper- 
insulinisms and anoxia of the brain and indicated a 
grave prognosis. All patients but two who showed 
at the height of the attack evidence of serious 
insult to the central nervous system died, and all 
who died had evidence of dysfunction of the nerv- 
ous system before death. Six patients showed what 
was designated as the “tremor syndrome’—most 
marked in the fingers, present at rest and greatly 
exaggerated by effort to perform exact movements. 

A similar residual disturbance following postvac- 
cinal hepatitis was reported by Benjamin and Hoyt.'® 
Thirty-seven of their patients showed severe vaso- 
motor disturbances. In 20, masklike facial expres- 
sions resembling Parkinsonism were present as well 
as the tremor and a peculiar gait marked by lack of 
free swing of the arms. The reconditioning program 
instituted by the army did not help these patients. 
The tremor remained constant and showed little 
improvement. 

Weinstein and Davison!? in civilian practice 
reported on four cases of infectious hepatitis in 
which the neurologic signs and symptoms were of a 
severity and character sufficient to lead to a diag- 
nosis of poliomyelitis. On presenting themselves 
for treatment, the patients complained of stiff neck, 
headache and showed marked neurological signs— 
positive Kernig, complete areflexia, two were leth- 
argic, one had paralysis of the bladder, one paral- 
ysis of the soft palate. The spinal fluid showed 
a small relative increase in cells. They suggested 
the necessity of ruling out infectious hepatitis in a 
diagnosis of poliomyelitis. They further commented 
that though neurologic manifestations in. the pre- 
icteric phase of infectious hepatitis are rare, the - 
actual incidence of such cases is probably more 
frequent than is indicated in the literature. Many 
so-called cases of aseptic meningitis, encephalitis of 
unknown etiology, and atypical polio may actually 
be infectious hepatitis. They believe that the patho- 
genesis is a mutation of the virus to exhibit neuro- 
trophic properties. 

Another report on civilian infectious hepatitis was 
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made by Hardy and Feemster.2° Of 151 cases of 
infectious hepatitis seen by them in private practice 
in Massachusetts, 32 patients presented symptoms 
of central nervous system dysfunction—irritability, 
apathy, drowsiness, stiffneck, temporary delirium 
and depression. Another 10 had presenting symp- 
toms of headache. 

Thorling?! reported on six cases which presented 
with pronounced symptoms of the central nervous 
system, five of whom did not show the hepatic 
nature of the affection from the ordinary routine 
examination. He believes that the intoxication 
theory is the*most probable pathogenesis with the 
fundamental cause being liver insufficiency. He 
suggests that a mixture of factors accounts for the 
clinical picture—toxic decomposition products from 
the liver itself, pathologic metabolic products and 
toxic substances resorbed from the intestine: with 
deficient detoxification. 

Thus, though admittedly severe neurological com- 
plications are rare in infectious hepatitis, they are 
common enough to have aroused speculation. 

Hepatolenticular Degeneration 

When the disease was first described by Wilson, 
the primary cause was not known. It is now felt 
that the primary disease is in the liver, the brain 
changes being secondary though they may present 
the first symptoms. Professor Brouwer,?? in a 
very scholarly paper, discussed the relationship of 
alterations in the spleen, the liver and the brain. 
He regards this disease as a disturbance in metabol- 
ism. He emphasized the fact that such a disturbance 
is not always of a general character, but may be 
localized in special organs, depending on the inborn 
factor to determine which organ will suffer. He 
draws analogies to hemochromatosis and the lipoi- 
doses. He accepts the theory that the primary focus 
of the disease is due to toxins produced in the 
intestinal tract and transported to the liver via the 
portal system where they do their damage. 


It is sometimes difficult to make the diagnosis of 
Wilson’s disease because, though the neurological 
symptoms may be pronounced, evidence of liver 
impairment may not be obtained through ordinary 
liver function tests. Sweet?> suggests that the serum 
colloidal gold test of Gray, the prothrombin time 
and the bilirubin excretion test are the more sensi- 
tive indicators of hepatic damage in these cases of 
minimal or no symptomatic evidence of cirrhosis 
of the liver. 

Barnes and Hurst,24 reporting on a family in 
which four cases of hepatolenticular degeneration 
were found, suggested that the true cause of the 
disease was repeated attacks of acute hepatitis. They 
carefully followed these cases over a period of years, 
examining two of the children before any of the 
symptoms appeared. It was noted that repeated 


attacks of jaundice in two of the children preceded 
by several years the appearance of neurological signs. 
This would then make it seem probable that the 
brain lesions found in the syndrome are similar to 
lesions found in other types of liver disease, but 
more extensive in character. 

Leigh and Card,?> reporting on a case of hepato- 
lenticular degeneration, found that the neuropatho- 
logical changes were not confined to the lenticular 
nuclei. In their case, they showed postero-lateral 
column degeneration. They offer the liver factor 
deficiency as causally related to the brain changes 
of hepato-lenticular degeneration. 


From this brief review, it is apparent that many 
of the neurological symptoms seen in diverse types 
of liver disease are probably caused by the same 
factor. It is hoped that further extensive study of 
this problem will present the answer to its etiology. 
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Gor Score on S2ud Congress 


The Kansas State Chamber of Commerce recently issued a score sheet on the 82nd Con- 


gress. Listed below in the left hand column are the major bills that passed during the 


session. On the right are proposals that were introduced but failed to pass during the 


same session. 


WHAT CONGRESS DID 
Voted $5.7 billion tax increase. 


Appropriated $91 billion, including $58 
billion for defense. 


Authorized $71 billion foreign aid. 
Approved $6 billion for bases abroad. 


Extended controls over prices, wages, and 
materials. 


Approved expansion of Air Force to 140 
groups from 95. 


Increased postal rates. 


Voted big expansion for atomic develop- 
ment. 


Uncovered scandals in RFC, Internal Rev- 
enue Bureau, and other agencies. 


Changed Taft-Hartley Act to permit 
“Union shops” without elections. 


Removed federal secrecy provisions in 
public welfare program. 


WHAT CONGRESS DID NOT 
APPROVE 


Federalization of unemployment compen- 
sation. 


National health insurance. 

Federal aid to education. 

Transfer to States of title to tidelands. 
Abolition of RFC. 


St. Lawrence Waterway and Valley Au- 
thorities on other rivers. 


Statehood for Alaska and Hawaii. 
Flood insurance program. 


Direct cash payments indemnifying flood 
victims for losses incurred. 


Clarification of basing point controversy. 


Economy measures recommended by the 
Hoover Commission. 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Malignant Blood Vessel Tumors 


Malignant Blood Vessel Tumors, a Report of 56 
Cases of Angiosarcoma and Kaposis Sarcoma. By 
William D. McCarthy and George T. Pack, Surg., 
Gyn. and Obs., 91: 465-482, Oct., 1950. 

Kaposi's sarcoma, or “idiopathic multiple hem- 
orrhagic sarcoma,” was first described in 1872. It 
is an atypical tumor which usually has its onset as 
a single bluish-red macule on an extremity of an 
individual over 40 years of age. It usually occurs 
in male patients of Jewish or Italian extraction. 
Despite extensive study, no etiological factor, bac- 
terial or viral, has been isolated, and reinoculation 
of patients with their own tumor tissue has failed 
to reproduce the tumor. Some systemic factor does 
seem to be involved, since the lesion usually be- 
comes fairly symmetrical. 

The tumor may be primary elsewhere than on 
the skin, and runs a course lasting from a few 
months to as much as 25 years. The original lesion 
is inflammatory in appearance, and the diagnosis 
may become apparent only after its progression into 
sarcoma. 

Long remissions occur and there is some evidence 
that Kaposi's sarcoma may be a systemic disease 
of multicentric origin and long duration with little 
tendency to metastasize. Death usually results from 
extensive visceral lesions, frequently by way of hem- 
orrhage. 

Edema, connective tissue proliferation, and venous 
proliferation mark the second phase of the disease, 
with associated hemorrhage due to the imperfect 
formation of blood vessels. In the final sarcomatous 
stage, elevated black plaques appear, made up of 
spindle cell sarcoma interspersed with hemangioma- 
tous elements and old blood pigment. 

Tissue cultures suggest primitive mesenchymal 
tissues as the basis for the original lesion. 

The prognosis is uncertain. The fulminating cases 
are limited almost entirely to Italian and Jewish pa- 
tients. The average survival interval with treatment 
was about eight years. Treatment included all forms 
of irradiation therapy and surgery for the primary 
lesions without edema. 

Angiosarcoma is discussed and differentiated from 
Kaposi's satcoma on the basis of clinical course and 
histological findings—T-P.B. 


Calcific Aortic Stenosis 


Calcific Aortic Stenosis Simulating Acute Coro- 
nary Thrombosis with Myocardial Infarction. By 


I. C. Brill and Edward E. Rosenbaum, Ann. Int. 
Med., 34: 2, 442-447, Feb., 1951. 

The authors present summaries of four cases of 
calcific aortic stenosis which manifested a clinical 
picture identical with acute myocardial infarction, 
which were seen within a short period of time. The 
patients were one 55-year-old female and three males 
aged 57, 71 and 57. All had severe prolonged chest 
pain with shock and collapse, but autopsy studies in 
three disclosed only calcific aortic stenosis and 
E.KG. findings in the fourth failed to confirm the 
erroneous diagnosis of myocardial infarction. Bib- 
liographic references (Medicine 27: 139-185, 1948; 
Ann. Int. Med.-13: 143, 1939; Am. J.MS. 215: 
451-455) afford the reader an opportunity for com- 
prehensive review of the subject—P.W.M. 

* * * 


Abdominal Pregnancy 


Abdominal Pregnancy. By Arthur S. MacGregor, 
Am. Jnl. Surg., 82: 365-371, Sept., 1951. 

Six cases of abdominal pregnancy are reported, 
the incidence being one in 6,646. There were 248 
cases of extrauterine pregnancy, an incidence of one 
in 161. The ratio of abdominal pregnancy to the 
more common tubal pregnancy was one in 41. Ex- 
trauterine pregnancy was found to occur more fre- 
quently in colored women and in those who had a 
history of previous pelvic inflammatory disease or 
laparotomy, and was commonly associated with a 
prolonged period of previous infertility. Signs and 
symptoms are discussed and the problems of surgi- 
cal management in. the late stages are reviewed. 
Surgery is usually indicated when the diagnosis is 
made, although in some instances it may be delayed 
“in the shadow of the operating room,” in the hope 
of obtaining a viable infant. 

The management of the placenta should be gov- 
erned by findings at the time of operation. It is 
considered as safe to leave the placenta as to re- 
move it, and late sequelae from the remaining 
placenta are infrequent. Marsupialization, packing, 
and drainage are attended by a high mortality and 
should be reserved for cases involving infection 
and/or hemorrhage. 

Three of the infants were born alive, but one of 
these succumbed shortly after birth—T.P.B. 


Amebiasis Treated with Atabrine 

Treatment of Amebiasis with Atabrine Combined 

with Carbarsone. By Ryle A. Radke, Ann. Int. Med., 
34:6, 1432-1444, June, 1951. 

The author reports a patient that was critically ill 
with amebiasis in whom a liver abscess had pene- 
trated the diaphragm, and in whom a broncho 
pleural fistula was present. He had received two 
courses of 10 grs. of emetine in less than a month 
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with no response. Since there had been some evi- 
dence that atabrine had depressed amebiasis in war 
areas the author thought it might be worth trying 
in this case. After four days on usual dosage of 
atabrine the patient made an amazing improvement, 
the temperature became normal and sputum soon 
ceased. 

Carbarsone seemed to be most effective in de- 
stroying the amebic cysts in vitro so it was given 
to the patient for a 10-day period in dosage of 0.25 
gms. two to three times daily. Atabrine was also 
given for a 10-day period, 0.1 gm. three times daily. 

Emetine is a dangerous drug, some finding com- 
plications in 91 per cent of cases. Electrocardio- 
graphic changes were found in 74 per cent of a 
series of 38 cases, usually significant changes in the 
T wave. 

A relapse rate of 21 per cent was reported on 
cases treated with emetine intramuscularly, and 
emetine bismuth iodide, quinoxyl and stovarsol by 
mouth. Forty-eight per cent relapse after emetine 


_ alone, 42 per cent after diodoquin alone, 26 per cent 


after combined emetine and diodoquin, and 44 per 
cent after combined emetine and carbarsone. The au- 
thors report a relapse rate of 12 per cent after com- 
bined atabrine and carbarsone treatment. 

This 12 per cent relapse rate was determined after 
cases being followed for 60 to 395 days by means 
of smears and cultures or material taken from pa- 
tients at recheck sigmoidoscopic examination. Se- 
vere reactions were encountered in two cases, one a 
dermatitis due to carbarsone, the other a toxic de- 
lirium due to atabrine. 

Frequently repeated stool examinations were neg- 
ative on amebic suspect cases, the amebae being 
found only by sigmoidoscopic examination, with 
aspiration of material from ulcers for study. 

The authors conclude that atabrine is an ameba- 
cidal agent which is relatively safe for use in the 
doses recommended. 

It should be employed in conjunction with an- 
other amebacidal agent capable of eliminating the 
cysts of the organism.—D.R.D. 


BOOK REVIEWS 


Standard Nomenclature of Diseases and Opera- 
tions. Fourth Edition. Edited by Richard J. Plunkett 
under Auspices of American Medical Association. 
Published by the Blakiston Company, Philadelphia. 
1034 pages, 4 illustrations. Price $8.00. 

The advancement of scientific knowledge and 
scientific concepts in recent years has required 
many changes in the material presented in this Index 
for classifying diseases and operations. Several 


changes were made in the general arrangement of 
this edition: 

1. The title of the third edition (1942), “Stand- 
ard Nomenclature of Diseases, and Standard Nomen- 
clature of Operations” is now combined. 

2. The code numbers of the “International Statis- 
tical Classification of Diseases, Injuries, and Causes 
of Death” are included in italics to the right of 
the diagnoses in the book, and in the Appendix as a 
cross reference to the “Standard” code numbers. 

3. The section on eponyms has been combined 
with the general disease index. 

4. The disease index and the operation index 
have been placed -consecutively immediately follow- 
ing the nomenclature of operations. 


5. All supplementary terms have been grouped . 


together under section headings in which they most 
frequently occur. 

There has been a complete revision of diagnostic 
entries listed under the “Psychobiological Unit;” in 
the section on “Diseases of the Hemic and Lym- 
phatic Systems;” and in the “Tumor” diagnoses. The 
tumor section provides for additional information 
concerning tumors by supplying a malignancy code. 
There also are several changes in the topographic 
section. 

Many commonly used terms which do not repre- 
sent acceptable diagnoses are listed in the index in 
the back of the book, with reference to the proper 
diagnostic title. 

This new edition is much more complete, and 
should make disease classifying easier for the clin- 
icians. The old edition will not fit in with the use 
of the fourth edition due to the numerous changes. 
—B.P. 

* * * 

The Battle for Mental Health. By James: Clark 
Moloney. Published by the Philosophical Library, 
Inc., New York. 105 pages. Price $3.50. 

This interesting little book presents a challenging 
consideration of relationship of mother and child— 
with which not all of us can fully agree, but con- 
cerning which it is well worth our time to give some 
thought. That the problem of childhood and adol- 
escent behavior needs careful consideration is well 
established. How to provide the best environment 
and personal influence in this modern world must 
be resolved. That the author has at least part of the 
answer seems very certain —L.A.C. 

* * * 

Materia Medica and Pharmacology. Sixth Edition. 
By Elsie E. Krug and Hugh Alister McGuigan. Pub- 
lished by the C. V. Mosby Company, St. Louis. 612 
pages, 37 illustrations, 10 color plates. Price $4.25. 

This book is designed as an introductory text for 
student nurses and is well suited for such usage. It 
is written with conciseness and brevity yet does not 
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suffer from a lack of style. All of the newer drugs 
have been included, and some of the concepts con- 
cerned with the use of older ones have been revised; 
these revisions are all well taken and are sound. This 
should prove an adequate and worthwhile text for 
the teaching of student nurses. 

It should be stated emphatically that the book is 
not to be recommended for the practitioner of med- 
icine or the medical student. Its very brevity and its 
lack of an adequate bibliography of the original lit- 
erature militate against such use—W.C.W. 

* * * 

Physical Medicine and Rehabilitation for the 
Clinician. Edited by Frank H. Krusen. Published by 
W. B. Saunders, Philadelphia. 371 pages, 96 illus- 
trations, 13 tables. Price $6.50. 

This textbook is intended to acquaint the clinician 
with the various aspects of physical medicine and 
rehabilitation which would be of use to him in his 
practice. It is the result of the efforts of some 24 
contributors, most of whom are authorities in the 
particular aspects of physical medicine or rehabilita- 
tion presented by them. Dr. Donald L. Rose, of the 
faculty of the University of Kansas School of Medi- 
cine, is a member of this panel of contributors. 

The body of the text is divided into four major 
sections: The Diagnostic and Therapeutic Aspects 
of Physical Agents and Procedures, The Clinical 
Value of Physical Medicine and Rehabilitation, and 
The Fundamentals of Anatomy, Physiology and 
Therapeutic Exercise as Related to Physical Medi- 
cine and Rehabilitation. 

Because of the large number of contributors, there 
is necessarily some overlap in the several therapeutic 
fields presented. In the opinion of the reviewer, 
however, this adds to the effectiveness of presenta- 
tion of the subject matter of each of these fields. 
Each of the chapters is brief and can profitably be 
read either as a part of the general subject arrange- 
ment or as a summary of that particular topic. A 
few of the chapters deal with the standard physical 
procedures employed by the clinician, such as dia- 
thermy, other forms of heat and ultraviolet. Several 
chapters summarize the present knowledge of the 
newest of physical agents, microwaves and ultra- 
sonics, and discuss their possible medical utility. 

The clinical conditions, such as hemiplegia, polio- 
myelitis, cerebral palsy, paraplegia, and tuberculosis, 
wherein rehabilitation procedures are the immediate 
and often the definitive therapeutic agency, are pre- 
sented ably by several authors; the clinician will find 
excellent, practical treatment suggestions in these 
chapters. 

Brief comment should also be made of the chap- 
ters on functional anatomy of the upper and lower 
extremities and the back. These are interestingly 
written by an able scholar in this field and present 


material which too often seems dull and too far re- 
moved from clinical consideration. The clinician 
who needs an efficient review of anatomy will profit 
by these chapters. 

Not all phases of physical medicine and rehabili- 
tation are presented in this book, nor is each subject 
thoroughly covered in all of its aspects. However. 
the practical elements of each field are handled well 
and the information gleaned from each short chapter 
will far repay the deficiencies which brevity nec- 
essarily entails. The book is seriously recommended 
for the general practitioner or the specialist who has 
patients for whom rehabilitation and physical medi- 
cine procedures are needed.—D.L.R. 


American View of European Medicine 

A vigorous condemnation of European forms of 
socialized medicine was voiced recently by Dr. Ed- 
win S. Hamilton of Kankakee, Illinois, a trustee of 
the American Medical Association and a delegate to 
a recent meeting of the World Medical Association. 
Dr. Hamilton toured France, Switzerland, Germany, 
Denmark, Norway, Scotland, Ireland and England 
before returning to this country. 

“The broad picture, as outlined at the World 
Medical Association meeting in Stockholm,” he said, 
“is one of state medical care systems generally more 
or less acceptable to the mass public, but not at all 
to the medical profession. 

“The importance of the distinction lies in the fact 
that the European masses are content because they 
do not know that they should expect and think they 
are getting a good thing for nothing. What it really 
amounts to is something good for nothing. 

“The medical men, in vivid contrast, know what 
could be done without government interference and 
how far they fall short of their possibilities under a 
free medical system. That is why they are unhappy 
with national medicine. 

“At the same time, people who can afford it and 
know good care go to the few remaining private 
practitioners when they need medical or dental care, 
disdaining the state systems. We are certain the 
American people would never accept such a lowering 
of the medical care quality.” 


A new chloromycetin product, which tastes like 
custard, has been developed by Parke, Davis and 
Company for children too young to swallow the 
antibiotic in capsules. Production is being increased 
as rapidly as possible, but the pediatric drug is not 
now in plentiful supply because of heavy demands 
for all chloromycetin products. It will be useful in 
treating many bacterial and rickettsial infections, 
including whooping cough, measles, mumps, enteric 
fever, dysentery, undulant fever, and urinary tract 
infections. 
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ANNOUNCEMENTS 


The University of Texas, M.D. Anderson Hospital 
for Cancer Research, Houston, has announced several 
courses of interest to physicians. These include the 
Sixth Annual Symposium on Fundamental Cancer 
Research, with a half day devoted to selected papers 
on the subject of nutritional factors in cancer; the 
Cancer Pathology and Radiology Conference on 
Tumors and Other Diseases of Bone; and a meet- 
ing of the South Central Section of the College of 
American Pathologists. The dates are April 25 and 
26. All meetings will be held at the Shamrock 
Hotel. Further information may be obtained from 
William O. Russell, M.D., 2310 Baldwin Street, 
Houston 6, Texas. 

* * * 

The postgraduate assembly and convention spon- 
sored annually by the Alumni Association of the 
College of Medical Evangelists School of Medicine, 
Los Angeles, has been scheduled for March 2-4 at 
the Biltmore Hotel. The managing director of the 
assembly is Evelyn R. Strachan, 312 North Boyle 
Avenue, Los Angeles 33, California, who will supply 
additional information. 

* * * 

The Second National Cancer Conference spon- 
sored by the American Cancer Society, the National 
Cancer Institute and the American Association for 
Cancer Research will be held at the Netherland Plaza 
Hotel, Cincinnati, Ohio, March 3-5. The meeting 
is open to all physicians, and nationally and inter- 
nationally known speakers will present the program. 

Titles of the clinical panels are: Breast, Geni- 
tourinary, Head and Neck, Lymphomas-Leukemias, 
Female Genital Tract, Gastrointestinal, and Lung. 
The research panels will be on Radiobiology, Gene- 
tics, Cytology, Chemotherapy, Isotopes, Virology 
and Steroid Endocrinology. There will be oppor- 
tunity for comments from the floor on each panel. 

Programs may be secured from the American 
Cancer Society, 47 Beaver Street, New York 4, New 
York. 

* 

The Fifth Annual Postgraduate Course in Diseases 
of the Chest, sponsored by the Council on Post- 
graduate Medical Education and the Pennsylvania 
Chapter of the American College of Chest Physicians 
and the Laennec Society of Philadelphia, will be pre- 
sented at the Warwick Hotel, Philadelphia, March 
24-28. A program covering the entire field of 
heart and lung disease is being arranged. Inquiries 
may be addressed to the College, 112 East Chestnut 
Street, Chicago 11, Illinois. 

* 


The Mid-Continent Psychiatric Association will 


meet at the Hotel President, Kansas City, Missouri, 
April 26 and 27. Among the speakers will be Dr. 
Leo H. Bartemeier, president of the American Psy- 
chiatric Association; Dr. Francis J. Braceland, psy- 
chiatrist-in-chief, the Institute of Living, Hartford, 
Connecticut; and Dr. Dexter M. Bullard, medical 
director, Chestnut Lodge Sanitarium, Rockville, 
Maryland. 

All physicians are invited to attend. Complete 
information may be secured from Dr. Paul Hines, 
2625 West Paseo, Kansas City, Missouri. 

* 


The 30th annual scientific and clinical session of 
the American Congress of Physical Medicine will 
be held August 25-29, inclusive, at the Roosevelt 
Hotel, New York. Sessions will be open to physi- 
cians who are members of the A.M.A. In addition 
to the scientific sessions, instruction seminars will 
be held. Full information may be obtained from 
the Congress, 30 North Michigan Avenue, Chicago 
2, Illinois. 

* * * 

The American College of Physicians has arranged 
a series of courses for the spring of 1952, one of 
which will be held in the midwest, “Current Con- 
cepts of Allergy and Associated Disorders,” at Wash- 
ington University School of Medicine, St. Louis, 
March 3-7. Applications are to be directed to Dr. 
E. R. Loveland, 4200 Pine Street, Philadelphia 4, 
Pennsylvania. 

* * * 

The International College of Surgeons has an- 
nounced a series of six regional meetings, one of 
which will be held in this vicinity, in Kansas City, 
Missouri, April 27-29, inclusive. Headquarters will 
be at the President Hotel. The program will be 
made up of surgical papers and panel discussions. 


Average length of life in the United States, based 
on final 1949 vital statistics compiled by the Public 
Health Service, has increased to a record high of 
nearly 68 years, the Federal Security Agency an- 
nounced recently. This is a gain of almost half a 
year over the lifetime indicated by 1948 death rates. 

White women on the average live longer than 
any other group, outliving men by more than five 
years. The average lifetime expected for white 
women at birth is 7114 years, while the average for 
white men is 65 years and 11 months. 

While the expectation of life at birth has in- 
creased by more than 20 years since the turn of the 
century, the government agency considers the pro- 
gress due almost entirely to prolonging the lives of 
persons who formerly would have died in infancy 
or at a youthful age. There has been no significant 
change in the average lifetime remaining to those 
who have reached age 65 or 70. 
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THE KANSAS PRESS LOOKS 
AT MEDICINE 


Editor's Note. In this section the Journal repro- 
duces editorials relating to. medicine which have ap- 
peared in the lay press. An effort is made to in- 
clude both favorable and unfavorable comments, and 
the Editorial Board in no instance assumes responsi- 
bility for the opinions expressed. 


It’s Cheaper to Keep ‘Em 

We read quite often where some community has 
put up skads of real dough to get a resident physi- 
cian, like at Clifton, for instance, when Dr. C. A. 
Bowles, a brother of Mrs. Will Avery here, was in- 
duced to locate there a couple of years ago. 

And at Overbrook, a town of only 420 people, 
near Topeka, a mass meeting will be held Novem- 
ber 2, and a drive begun to raise at least $20,000 
to build a medical clinic there and induce some phy- 
sician to use it. The K. U. chancellor will be the 
principal speaker at the meet. 

But we've never heard nor read where any town 
or community had done much, if anything, towards 
retaining their resident physician. 

That brings up the query, why communities 
already blessed with a good resident physician 
shouldn’t try their darndest to keep him and make 
him want to stay—by patronizing him when in 
need of such services, by paying their doctor bills as 
readily as other bills, and by speaking a good word 
for him whenever possible—instead of knocking, or 
just keeping mum? 

(Editor's note: This is not a paid “commercial,” 
but a free expression of our thoughts and beliefs. ) 
—W akefield News, October 17, 1951. 


Solving the Problem 

Every fair-minded person recognizes that there 
are problems connected with medical care for the 
people which remain unsolved. By the same token, 
every fair-minded person also recognizes that tre- 
mendous progress in expending and bettering med- 
ical care has been made in recent years. 

The voluntary medical insurance systems, which 
provide protection for the family at a cost of a few 
dollars a month, have been an outstanding success. 
Their membership runs into the tens of millions and 
is growing. For example, in Emporia and Lyon 
county a majority of employed persons either are 
members of the Blue Cross and Blue Shield or of 
some other insurance group and new members are 
added each time a campaign is put on here. 

For this reason, little is heard these days about 
the proposed compulsory government health insur- 
ance. People generally realize that the plan of semi- 


socialized medicine would provide only for a brie: 
and limited period of hospitalization and other med 
ical services. It would offer nothing that privat: 
plans do not offer. Yet it would substitute compul. 
sion for voluntary action by the individual, and i: 
would saddle the medical fraternity and the taxpay- 
ers of the country with a great new bureaucracy with 
an annual budget of many billions. 


Much work now is being done by the medical 
men and the voluntary insurance organizations in 
attacking the problem of catastrophic illness. It is 
a difficult problem, and it will not be solved quickly 
or easily. But, step by step, the goal of ever-im- 
proving medical-care for all is being reached. 


American health standards are now the best in 
the world, an accomplishment of free medicine and 
voluntary action by the people. Still better standards 
will result from the same causes in the years to 
come. The nation’s experiences with other govern- 
ment bureaus have been so disappointing—and in 
some instances disgraceful—that Americans aren't 
rushing to set up another bureaucracy that will only 
hike taxes a few notches higher—Emporia Gazette, 
December 26, 1951. 


It has been said often that one of the major prob- 
lems of public health today is to bridge the gap be- 
tween scientific knowledge and public health se:- 
vice. In tuberculosis control, coordinated planninz 
and action are the tools which can help most in 
building that bridge. In attempting to meet the 
needs of tuberculosis patients, the health depart- 
ment, the sanatorium, the social agency, the tuber- 
culosis association, and all the official and voluntary 
organizations within a community are actually work- 
ing toward the common goal of controlling the dis- 
ease. The effectiveness of each depends in large 
measure on how well the others discharge their re- 
sponsibilities. By planning together, by understand- 
ing each other's limitations, and by making the best 
use of the services and facilities each of the agencies 
is prepared to offer, all will benefit and the needs 
of the tuberculosis patients and of the tuberculosis 
control program as a whole will be met more di- 
rectly and more intelligently—Robert J. Anderson. 
M.D., and Edward T. Blomquist, M.D., Public Health 
Reports, February 2, 1951. 


Patronize Journal advertisers. All products adver- 
tised have been approved by the various councils of 
the American Medical Association. 


93rd Annual Session, Kansas Medical Society, 
Kansas City, Kansas, April 27-May 1, 1952. Make 
hotel reservations now. 
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The Neurological Hospital, 2625 
West Paseo, Kansas City, Missouri, 
a voluntary hospital providing the 
care and treatment of nervous and 
mental patients, and associate condi- 


tions. 


FRONT LACING 
CORSETS 


Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, Two 
Weeks, starting February 4, February 18, March 3. 
Surgical Technic, Surgical Anatomy & Clinical Surgery, 
Four Weeks, starting March 3, June 2. 

Surgical Anatomy & baa ig Surgery, Two Weeks, start- 
ing March 17, June 16. 

ae ay “ Colon & Rectum, One Week, starting March 


Gailbindder § Surgery, Ten Hours, starting April 21. 
= a in General Surgery, Two Weeks, starting 
arc 
Breast & Thyroid Surgery, One Week, mn 23% 
Esophageal Surgery, One Week, starting June 23. 
Thoracic Surgery, One Week, starting June 2. 
Fractures & Traumatic Surgery, Two Weeks, starting 
February 4 
Course, Two Weeks, starting 
February 18, March 1 
Vaginal Approach to Pelvic Surgery, One Week, starting 
March 3, March 31. 
March 3, March ‘ 
Course, Two Weeks, start- 


wilcelbaaicaeals & Heart Disease, Two Weeks, start- 
ing March 17. 
Gastroenterology, Two Weeks, starting May 19. 
Hematology, One Week, starting June 
UROLOGY—Intensive Course, Two Weeks, starting April 28. 
Ten Day Practical Course in Cystoscopy starting February 
18, March 3, and every two weeks. 
Courses each month 


GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY 
AND SPECIALTIES 
TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 427 S. Honore St., Chicago 12, Il. 


THE LATTIMORE-FINK 


LABORATORIES 


El Dorado 
Kansas 


Topeka 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T. Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 
Walter Norris, AB., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon 
Request 


EXCLUSIVELY 
SINCE 1899 


specialized service 
assures “know-how’’ 


TOPEKA Office: 
J. E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 
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Death rates in the United States for several im- 


AMERICAN BOARD portant diseases fell significantly in 1950 compared 
: EXAMINATIONS ‘ with 1949, according to Federal Security Adminis- 


trator Oscar R. Ewing. The death rate for acute 
ir. Seym Hart- 4 
July 18. poliomyelitis, per 100,000 population, fell off by 


Dermatology and Sypbilology. Sec., Dr. George M. Lewis, 66 East i : i : 
66th St., New York 21. Written, Caiteon March 1932. Oral, 39 oem 1950; for tuberculosis, 16 —_ 


Chicago, May, 1952. for measles, 50 per cent. . 
Internal Medicine. Sec., Dr. William A. Werrell, 1 West Main . ‘ 
Street, Madison 3. Other causes of death with decreases in death 


Obstetrics and Gynecology. Sec., Dr. Robert L. Faulkner, 2105 iti , 5 H : 
‘Adelbert Road, Clavekad "Orel, Chi cago, June 7-13, 1952. rates were gastritis and some intestinal diseases, 
Opbsbalmology. Sec. Dr. Ewin B. Dunphy, 56 Ivie Road, Cape Cifrhosis of the liver, complications of pregnancy, 


Cortage, Maine. Oral. Oct. 6-10, Chicago. sos 
Otolaryngology, Sec., Dr. Dean M. Lierle, University Hospital and homicide. The maternal death rate, per 10,000 
a City. Oral, Chicago, Oct. 8 live births, dropped from 9.0 in 1949 to an estimated 


‘at, ogy. Sec., Dr. Robert A. Accel 1402 S. Grand Blvd., St. rate of 7.2 in 1950, a record low. 
Pediatrics. Sec., Dr. McK. Mitchell, 6 Cushman Road, . 
eK, 6 C The percentage of deaths from influenza and 
Physical Medicine and Rebabilitation. Sec., Dr. Robert L, Bennett, j if i 
30 N. Michigan Ave., Chicago. ‘Pars and I, Chicago, June over 1949, 
-10. id that of hedrt disease. . 
Preventive Medicine and Public Health. Sec. Dr. Ernest L. Steb- 
bins, 615 N. Wolfe St., Baltimore. Written, Apr. 18, Berkeley, mained at about the same level in both years. 
.» Minneapolis, New Orleans, Baltimore. 
Sec., Dr. Louis A. Buie, 102-110 Second Ave., S.W., 
'sychiatry euro: Boyd, Jr., 
Kansas City, Kansas, April 27-May 1, 1952. Make 
Radiology. Sec., Dr. B. R. Kirklin, 102-110 Second Ave., S.W., hotel reservations now. 
Rochester, Minn. 


Dr. J. Stewart 15th St., Phila- 

phia. ritten, various centers, Mar ' 
Thoractic Surgery. Sec., Dr. William M. Tuttle, 1151 Taylor Ave., - Patronize J ournal advertisers. All P roducts adver 
4 Detroit. tised have been approved by the various councils of 
Urology. Sec. Dr. Harry Culver, 30 Westwood Road, Minne- the American Medical Association. 


16. Chicago, Fel Feb. 9-13, 1952. 


CLASSIFIED ADVERTISEMENTS 


; WANTED—16” x 24” gas or electric autoclave, with or WANTED—Young Kansas Draft exempt active general 
without instrument and water sterilization attachments. practitioner who has had sufficient training to do all minor 
Write the Journal 13-51. and emergency surgery to permanently locate. City and 

FOR SALE OR TRADE—Will sacrifice direct tracing elec- surrounding industrial population 1,000—closest opposition 
trocardiograph in perfect condition, Cardiotron, Model 30 miles. This location is open as a result of the young 
PC 1A, portable, walnut case, not a scratch on it. Standard physician recently being called to service who grossed 
leads. Reason for disposing: doing mostly eye work and $12,000 per year. A hospital district surrounding this city 
have access to EKG services. Write the Journal 14-51. has been permanently drganized and a new. modern eight- 

WANTED—Doctor, young or old, general practice. Write bed hospital will be constructed here in the near future. 
the Journal 1-52. Write the Journal 2-52. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


GOETZE NIEMER CO 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 
orders. 


_ BUILDS FAITH IN 
AND YOUR WORK 


Years $6.50. YEARS $5.00 
1 var $3.00 


"AMERICAN 
MEDICAL 
"ASSOCIATION 


100 
nell 
| 
"AMERICA’S 
Pi % 
4 IN YOUR WAITING ROOM 
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TROWBRIDGE TRAINING SCHOOL 


Established 1917 


For unusual children. Medical and psychiatric supervision. Experienced teachers. Individual special 
training. Home atmosphere. Enrollment limited. Approved and registered by the Council of Medical 
Education and Hospitals of the A.M.A. Pamphlet. 


E. H. TROWBRIDGE, SR., M.D. 


1905 BRYANT BUILDING KANSAS CITY 6, MO. 


EYELID DERMATITIS 


Frs quent symptom of 
ne!l lacquer allergy 


Glew AR-EX HYPO-ALLERGENIC NAIL POLISH 


In clinical tests proved SAFE for 98% Say EXCLUSIVELY BY 
of women who could wear no other 
polish used. 
At last, a nail polish for your allergic patients. 
In 7 lustrous shades. Send for clinical resume? A 


AR-EX COSMETICS, INC. 1036 W. VAN BUREN ST., CHICAGO 7, ILL. 


OVER 31 YEARS OF EXPERIENCE 


~COLLECTING DORMANT ACCOUNTS FOR HOSPITALS AND PHYSICIANS 


ALL FUNDS PAID DIRECT TO OUR CLIENT 


We prepare and keep all the records—furnish the supplies—do all detail work—pay part of routine postage. 
The plan is successful and altogether different from anyother. Efficient organization and field men, 


READING & SMITH SERVICE BUREAU 
1004 Commerce Trust Bldg. Kansas City, 6, Mo. 


THE MAJOR CLINIC ASSOCIATION 


3100 EUCLID AVENUE KANSAS CITY, MISSOURI 


A Well 
Equipped Location 
Institution Large, 
Well Shaded 
for the 
Grounds 
Nervous and Spacious 
Mental Porches, 
Diseases and All Modern 
Alcohol Methods for 
Drug and: Restoring 
Tobacco Patients toa 
Normal 
Addictions Condition 


Elderly People Accepted — Special Rates 


HERMON S. MAJOR, M.D. HERMON S. MAJOR, JR. 
Medical Director Business Manager 
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announcing 


A NEW PUBLIC RELATIONS AID 


- - - to boost your PR rating 


to frank 
are me any questions regarding 
IY. Services or my fees, 
best rhéllical service is based 
riety, mutual under. 


Standing between doctor and patient 


As you know, a physician’s best public relations is car- 
ried on right in his own office. Here the physician gets 
acquainted with his patients . . . gives them a chance 


NEW OFFICE PLAQUE 


V dark brown lettering on buff 
to talk over problems . . . builds a feeling of mutual 


V harmonizes with any office decor understanding between patient and doctor. 


Your American Medical Association has designed an 
attractive new office plaque to be displayed prominently 
on an office desk or wall. This is a graphic invitation to 
patients to talk over professional services and fees. Patients 
like to ask questions, but often are hesitant to do so. This 
plaque will open the door to better relations with your 
patients. Order one today. 


VY measures 1112 by 734 inches 


Y for desk or wall 


VY laminated plastic finish 


PRICE 


$1 
POSTPAID 


AMERICAN MEDICAL ASSOCIATIO! ON 
535 North Dearborn Street 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 


Made to Order 
In Our Own Factory 


P. W. HANICKE MFG. CO. 


1009 McGee St. Victor 4750 


Surgical 
Corsets 


KANSAS CITY, MO. 


A BIG TIME-SAVER 
FOR EVERY DOCTOR 


THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 
PAUL L. WHITE, M.D., F.A.P.A., 
MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 


without obligation. 


This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 

It provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 


Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 
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Medical and Surgical Supplies 
i for Doctors of Medicine and 
Hospitals. 


Munns Medical Supply Co. 
512 Kansas Ave. 
Topeka, Kansas 


ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 


ALL 


60 TO 


COME FROM 


$5,000 accidental death $8.00 


$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 
$100.00 weekly indemnity, accident and sickness Quarterly 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN. 
ALSO HOSPITAL POLICIES FOR MEMBERS’ WIVES AND 
CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used 
for members’ benczfits 


$4,000,000.00 $18,300,000.00 
Invested Assets Paid for Claims 
$200,000.00 deposited with State of Nebraska for 
protection of our members 
Disability need i § be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
HEALTH ASSOCIATION 


Years under the same management 


400 FIRST NATIONAL BANK BLDG., OMAHA 2, NEBRASKA 


Index to Advertisers 
Abbott Laboratories 


Ayerst, McKenna and Harrison, Ltd............... Vv 


Brown School 


Coca-Cola Company 
Continental Casualty Company 
Cook County Graduate School of Medicine..... 99 


Duncan Laboratories 


Gcetze Niemer Company 


Hanicke, P. W., Manufacturing Company ...... 103 
Lattimore-Fink Laboratories .................. 99 
Lederle Laboratories, Inc. ... 91 
Mead Johnson and Company ........... Back Cover 
Medical Protective Company ................... 99 
Mersk and Company, ‘Inc. 85 
Munns Medical Supply Company, Inc. ......... 104 
Neurological Hospital Association ............. 99 


Parke, Davis and Company 
Inside front cover and III 


Pfizer, Charles, and Company, Inc. ...X, XI and 87 
Physicians Casualty Association ............... 104 
Producers Creamery Company ................. 103 
Ralph Sanitarium ................ Inside Back Cover 
Reading and Smith Service Bureau ............ 101 
Southwest Scientific Corporation ............... 104 
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Trowbridge Training School:..................:: 101 
University of Kansas Medical Center ......... XVI 


KLINE TEST ANTIGEN (LAMOTTE) 
PYREX LABORATORY GLASS WARE 
PIPETTES AND BURETTES 
PRECISION EQUIPMENT 
HARTMAN-LEDDON SPECIALTIES 
LABORATORY SUPPLIES & EQUIPMENT 


KANSAS OWNED 


Southwest Scientific Corporation 
122 S. St. Francis Wichita 2, Kansas 
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“More effective than any other drug 
or conditioned reflex therapy—” 


DATE DUE 


sers, is part of 


2s a psychiatric 
need certain 
id during any 


he patient with 
ty years experi- 


a is desired to 
from his blind 


Rolph Emerson Duncan, M.D., Directer 
529 Highland Avenue KANSAS CITY 6, MO. | Phone Victor 3624 
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LACTUM has these three dimensions 
... for Lactum is an evaporated whole milk 
and Dextri-Maltose® formula. 


Its proportions are those of milk and 

th 
Dextri-Maltose formulas used successfully and Lactum has a 4 dimension 
in infant feeding for forty years. ip . .. time-saving convenience 


And its caloric distribution (16% protein, |). FORMULA FOR INFANTS Lactum feedings are prepared 
simply by adding water. 


Note trom wnoie mak and Dextrs 
wth added vi 


34% fat, 50% carbohydrate) is based on EL —“rsoraed‘carmed and strat A 1:1 dilution provides 


authoritative pediatric recommendations, PMEAD'S' 20 calories per fluid ounce. 


Mean Jou 
JOHNSON 


FYANS EN 


MEAD JOHNSON & CO. 


EVANSVILLE 21,1ND.,U.S.A. 


State House, 

[FE 
I 
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a sound infant formula 
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